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EDITORIAL 


Charles R. Reynolds 


Surgeon General, U. S. Army 


HARLES RANSOM REYNOLDS, who was 

appointed Surgeon General of the U. S. 
Army on June 1, 1935, with the rank of Major 
General, was born in Elmira, New York, on 
July 28, 1877. He attended the public schools 
of his native town and began his medical 
studies at the University of Michigan, but 
transferred to the Medical Department of the 
University of Pennsylvania, from which he 
was graduated in 1899. 

He served his internship at Mercy Hospital, 
in Pittsburgh, and the Philadelphia General 
Hospital (Blockley) and entered the Medical 
Corps of the Army as a contract surgeon in 
September, 1900. In May, 1901, he was given 
the rank of assistant surgeon, and five years 
later was promoted to the grade of captain. 
From then on his promotions came in due 
course, and he received his commission as a 
colonel in 1927. 

He served in the Philippine Insurrection in 
1900 to 1902, and after three years in the 
United States, went back to the Philippines 
for another tour of duty, during which he 
took part in one of the campaigns against the 
Moros on the island of Sulu and was cited 
for gallantry in action (silver star) while 
aiding the wounded. during a fight at Bud 
Dajo. 

At the outbreak of the World War, General 
Reynolds was chief of the surgical service at 
the Department Hospital at Honolulu. Return- 
ing to the United States, he became senior 


instructor at the Medical Officers’ Training 
Camp at Fort Riley, Kansas, and later served 
as Division Surgeon of the 77th Division at 
Camp Upton, Long Island, and in the A. E. F., 
where he was promoted to be Chief Surgeon 
of the 6th Corps and Chief Surgeon of the 
2nd Army in France, on the staff of Lieut- 
enant General Robert L. Bullard. He was 
awarded the Distinguished Service Medal for 
meritorious service as Chief Surgeon of the 
77th Division, 6th Corps and 2nd Army dur- 
ing the War. He is an Officer of the French 
Legion of Honor, a Fellow of the A. M. A., 
the American College of Surgeons and the 
American College of Physicians, and a Mem- 
ber of the Nu Sigma Nu medical fraternity. 

Since the World War, he has served for 
four years in the office of the Surgeon Gen- 
eral, as personnel officer and executive officer, 
and since 1931, he has been on duty as sur- 
geon of the Second Corps Area at Governors 
Island. He has contributed a number of ar- 
ticles on military medicine to various journals. 

Much of General Reynolds’ service has been 
devoted to military training. He commanded 
the Hospital Corps Company of Instruction at 
Washington Barracks, was instructor in med- 
ical department administration and field 
service at the Army Medical School from 1908 
to 1913 and Commandant of the Medical Field 
Service School at Carlisle Barracks, Pennsyl- 
vania, for eight years, 1923 to 1931. 

General Reynolds is slender and slightly 
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below medium height, but even without 
knowing his distinguished military record, one 
cannot come into his presence without realiz- 
ing that he is a man amply able to carry 
through whatever he undertakes. Withal his 
manner is so friendly and his personality so 
charming that those who have served with 
him remember that experience with keen 
pleasure. 

The destiny of the Medical Department of 
the Army is, without doubt, in thoroughly 
capable hands. 

saree taieeoaimtenis 

Technicians can get along without common sense 

(intuition), but executives can’t.—Hansury HANKIN. 


etienicameiiill immiicinninen 


Taking Things for Granted 


\W HEN a patient has some well-recognized 

disease, of which a correct diagnosis has 
been made, there is a tendency, among many 
physicians, to attribute all symptoms which 
may appear to the condition with which he is 
known to be afflicted, and to make only half- 
hearted efforts to discover the presence of 
other maladies, especially if his death is ex- 
pected reasonably soon. 

A patient with serious cardiac decompensa 
tion, pernicious anemia, syphilis, tuberculosis 
or Bright’s disease may develop acute appen- 
dicitis, malaria, gallstones, allergic phenomena 
or other disorders, which have no connection 
with his chronic condition and which require 
treatment on their own merits. 

Another point which is often overlooked is 
that a patient suffering from a long-continued 
debilitating disease may have his general re- 
sistance so lowered that his body will not 
respond in the usual manner to an acute in- 
fectious process; for instance, his leukocyte 
count may not rise in case of acute, suppura- 
tive appendicitis. 

The patient with a tendency toward hypo- 
chondria, who is apt to complain a good deal 
about his physical condition, has a rather slim 
chance of having adequate professional atten- 
tion paid to new symptoms which may appear. 

When a patient has seen one or more doc- 
tors, and then consults another, giving him 
details as to the diagnoses which have been 
made, it too often happens that the new con- 
sultant lazily accepts one of these earlier 
diagnoses and proceeds with his treatment 
along that line, forgetting that, if the former 
physician had been correct in his ideas re 
garding the patient, the trouble would prob- 
ably have been cured. 

The physician who aspires to professional 
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and financial success must take nothing for 
granted. When a patient consults him, he must 
begin at the beginning and study the case as 
thoroughly as if that individual had never 
seen any other medical man. If laboratory 
examinations, which he deems necessary on 
the basis of his own studies, have been made 
recently and the reports of them are available, 
there is no reason why he should not save 
the patient the expense of duplicate examina- 
tions. Otherwise, every case should be a fresh 
problem. 

The medical profession is generally consid- 
ered as being highly individualistic, and it 
is so, as regards its feelings, but should be 
more so as regards its efforts in behalf of the 
sick. 

One of the reasons why a good many 
“irregulars” are thriving is because too many 
regulars are too willing to save themselves 
physical and mental effort by taking things 
for granted. The road to personal and pro- 
fessional prestige is never a short or an easy 
one, and those who elect to travel it must 
accept a life of constant striving toward a 
goal which may never be fully attained, but 
the mere struggle toward which will make 
any life so spent one of joy and inspiration. 


—_——_o-——_—_— 


. . . Pure thought is life without alloy, 
Life’s very essence from the fiesh set free. 
A wonder and delight eternally. 
—Joun MaseFie.p. 


The Disease of the Ardents 

RILE, who is one of the boldest and most 

original thinkers in the medical profes- 
sion, has written a remarkable book on “Dis- 
eases Peculiar to Civilized Man,” which ought 
to be read more widely by physicians than it 
has been. Here he shows how the insane 
passion for speed of all kinds, which afflicts 
and sometimes seems like to ruin this rather 
mad generation, is the cause of well-recog 
nized disease entities like peptic ulcer, hyper- 
thyroidism, neurocirculatory asthenia and the 
like, and how to cure these conditions by 
cutting the lines of transmission between the 
dynamo (the human brain) and the over- 
driven organs. 

All this is of the highest possible impor- 
tance and should be a part of the background 
of the thinking of all physicians, in this fourth 
decade of the twentieth century; but this 
(which is all of Crile’s thesis that most med- 
ical men have grasped) is only a part of the 
big picture of the “disease of the ardents,” 
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which is in a way to become well-nigh uni- 
versal in our land and time. 

For every patient suffering from peptic 
ulcer or thyrotoxicosis, there are hundreds— 
perhaps thousands—who are experiencing the 
more or less disastrous results of having, as 
the saying goes, “bitten off more than they 
can chew,” but who still go on trying to 
chew it. 

Among the relatively minor effects of this 
urge to “go places and do things’—worthy 
or unworthy—we will find many, if not most, 
of the cases of spastic constipation; frequent 
examples of pylorospasm (which is the cause 
of an astonishing number of obscure epigas- 
tric pains); many cases of migraine (the 
allergists to the contrary notwithstanding) ; 
most of the cases of “mucous colitis” (which 
is not colitis at all, but a psychic disease) ; 
and an incalculable number of other com- 
plaints. 

Moreover, this pressure of psychic and 
physical activity is the reason why many pa- 
tients succumb so readily to infections and 
other socalled strictly organic diseases, or do 
not recover from them so promptly and com- 
pletely as they apparently should. So widely 
is this true, that it should be considered in 
every case where the patient, under intelli- 
gent medical care, does not get on so well 
as one would expect. 

The method of dealing with the major mani- 
festations of the disease of the ardents, with 
which Crile’s name is so closely associated, 
is a rather drastic one, but is, no doubt, 
necessary in advanced cases. 


There are, however, ways in which the un- 
derstanding and sympathetic physician can 
deal with the minor manifestations (and some- 
times with the major ones also), which do not 
entail capital operations. 

The first requisite for such treatment is to 
be able to recognize what is the matter—that 
the patient is trying to live beyond his physi- 
cal and psychic means; to work (or play) 
beyond his strength. The second is to be able 
(preferably through personal experience) to 
teach him how to make and follow an energy 
budget, and inspire in him the determination 
to follow it rigidly. 

There are, of course, certain drugs, such as 
atropine, ergotamine tartrate and some of 
the barbiturates, which will temporarily re- 
lax the overstrained smooth muscles; but the 
main factor in a real cure is to assist the 
patient in reorganizing his scheme of life on 
a smaller scale, so that it will fit his resources. 


DISEASE AND THE PATIENT 
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This means much rest and sleep, instead of 
ceaseless activity, and the elimination of many 
otherwise harmless and pleasant pursuits, as 
well as practically all of the harmful ones. 

Generally speaking, however, the solid, 
steady, plodding type of physician, whose 
mind or soul has never driven him with 
lashes, will be almost, if not wholly, unable 
to understand, or even believe in the reality 
of conditions like these. As a rule, it takes 
an “ardent,” who has found out his own 
trouble and learned how to deal with it, to 
discover and help other “ardents.” Always 
it is a job eminently worth doing and brings 
rich inner and outer rewards. 


-¢@------ 


To function and act from the deliberate choice of 
intelligence is the highest form of spirituality.— 
J. KrisHNaMURTI. 


Disease and the Patient 
N a little book*, written by Dr. Joseph Col- 

lins and published eight years ago, that 
distinguished psychiatrist and man of letters 
presents a frank and rather scathing arraign- 
ment of the general run of medical men, for 
their obtuseness in looking upon the prac- 
tice of their profession as a purely scientific 
pursuit, rather than as an art, in which the 
patient, himself, is the central point of the 
picture, rather than the disease from which 
he happens to be suffering. 

Others have spoken and written along simi- 
lar lines before and since, but few have dealt 
with the subject so directly, so trenchantly 
and so intelligently as has Dr. Collins, who 
is not only an exceptionally capable physi- 
cian, but a writer of rare power and skill, as 
well. 

The path of least resistance, in all lines of 
endeavor, is the path of standardization, and 
therefore the lazy ones always tend to fall 
into the easy way of doing things. That is 
all very well when it comes to turning out 
bolts and nuts by the million, or ready-made 
clothes by the hundreds or thousands, but is 
disastrous in dealing with living beings, espe- 
cially men and women whose structures or 
functions have, in some way, become dis- 
ordered. 

Disease is not a bacillus nor a dietary de- 
ficiency nor a few grains of pollen nor a 
milligram or two of thyroxin or adrenalin or 
pituitrin. It is the complex reactions between 
these things and a living human being; and 


*“A Doctor Looks at Doctors.” Harper and Broth- 
ers. 1927. 
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the man who has the disease is a far more 
important factor in the diagnosis and treat- 
ment than is the disease which has the man. 

All of this means that he who aspires to be 
a truly successful physician must be a man 
of all-around culture. He must know human 
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Blood Pressure and the Endocrines 
Ai well-informed physicians know that, 
except in cases of advanced arterioscler- 
osis or other recognizable organic abnor- 
mality (and perhaps, to a considerable ex- 
tent, in such cases also), the blood pressure 


beings, in all their works 
and ways—and that is a 
big assignment! 
Bacteriology, histology, 
anatomy, pathology and 
their kindred “basic sci- 
ences” are not a sufficient 
background for the high- 
est type of medical prac- 
tice. One must also have 
a deep and broad knowl- 
edge of psychology, so- 
ciology, anthropology, 
economics, history and 
various other matters, 
which are not at all or 
inadequately taught in 
the medical schools. 
There is no easy short- 
cut to the high places in 
the realm of healing. 
These matters have al- 
ways been important, 
but more so today, per- 


NEXT MONTH 


Dr. Hal M. Davison, of Atlanta, 
Ga., and his associates, will pre- 
sent an important, extensive and 
fully documented discussion of 
the use of hyperpyrexia in gen- 
eral medicine. 


Dr. Arthur E. Meyer, of Rock- 
ford, Ill., will consider the treat- 
ment of menstrual disorders with 
anterior pituitary hormones. 

Dr. L. L. Doane, of Butler, 
Penna., will describe the electro- 
coagulation of adenoids. 


COMING SOON 


“Relations between the Endo- 
crines and the Eye,” by H. Lyons 
Hunt, M.D., L.R.C.S. (Edin.), New 
York City. 


“Diabetes Insipidus Without 
Thirst,” by Abner I. Weisman, 
M.D., and Rosalind L. Moses, A.B., 
New York City. 


is under the control of 
the autonomic nervous 
system. 

Further, it is generally 
known that the various 
endocrine glands largely 
or wholly control the 
functioning of the au- 
tonomic nerves. 

It, therefore, seems en- 
tirely rational to attempt 
the reduction of high 
blood pressure by meas- 
ures directed to the en- 
docrine glands, particu- 
larly the pituitary and 
adrenals, as suggested by 
Hutton in his article 
which appears on page 
442 of the September is- 
sue of Ctrin. Men. & 
Surc. 

New ideas are never 
received very hospitably 


haps, than ever before, 
because the standardiza- 
tion of medical practice 
is proceeding apace, and that way lies medi- 
ocrity and incompetence. 

Let those who would escape from the 
slavery of regimentation look to their own 
human background, so that they may better 
understand that of the sick ones who appeal 
to them for help. There will always be a 
demand—and a reward—for those who know 
men and can minister to their spiritual and 
psychic, as well as to their physical needs. 


by the medical profes- 

sion, and it seems prob- 

able that a conservative 
attitude is the wise one, if it does not run 
wild and result in the rejection of unusual 
methods, without giving them careful consid- 
eration, just because they are new. 

It appears that Dr. Hutton has something 
that may be of immense service in the han- 
dling of a class of patients for which, by 
orthodox methods, little can be done, so it 
would seem to be good judgment to give his 
plan an unbiased trial before condemning it 
as visionary. 


@q———_—_— —__ 
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Technic in Cosmetic and Plastic Surgery 


By Ralph St. J. Perry, M.D., LL.D., Minneapolis, Minn. 
Lieut. Colonel, M.R.C., U.S. Veterans’ Administration, Retired 


PRESUMING that the patient has been given 
all necessary examinations, that the exact 
kind of an operation has been determined 
upon, and that it has been decided to per- 
form a cosmetic or plastic operation, the 
procedures essential thereto are initiated. 

After more than fifty years’ experience in 
cosmetic and plastic surgery, the one great 
impression which has been forced upon me 
is that success in this branch of surgery de- 
pends largely upon careful attention to small 
details—to the minutiae of technic. During 
the past half-century, numerous visits have 
been made to the clinics and operating rooms 
of many surgeons, in America and Europe, 
who have acquired special eminence in this 
particular field of surgical endeavor, and in 
every instance it has been noted that their 
success depended, not only upon their knowl- 
edge of anatomy and physiology, their artistic 
instincts and manual dexterity, but largely 
upon their attention to those finer points of 
technic which many other surgeons ignored 
or neglected. Results which may be looked 
upon as highly satisfactory, from a functional 
aspect, in amputations or abdominal opera- 
tions, would not be tolerated in cosmetic 
surgery. 

In my earlier experiences, the science of 
bacteriology was just emerging from the germ 
theory, and “laudable pus” was still con- 
sidered by many as a desideratum in the 
healing of surgical wounds; twisted silk and 
linen sutures were in vogue; and surgical in- 
struments lacked the finish and adaptability 
of those of today. Healing or union by first 
intention was something unusual, and so sel- 
dom seen that such cases were looked upon 
with wonder. Then came Lister, who showed 
that it was possible to secure healing without 
infection and suppuration, and the odors of 
carbolic acid and iodoform supplanted those 
of pus and gangrene. Tait followed with 
his demonstrations of aseptic surgery, and 
the war against the germs of wound infec- 
tion was on. 

This constant battle for the elimination of 
existing sources of infection and of prophyl- 
axis against future infection has led to many 
improvements in technic and to much re- 
search in antisepsis and asepsis. While we 


speak of asepsis as though it were a separate 
entity, the fact remains that it is a sequel to 
antisepsis and that, without antiseptics, a 
condition of asepsis could not be obtained or 
maintained. 


The Field of Operation 

The preparation of the field of operation 
may be divided into three stages: (1) The 
preliminary cleansing of the patient, by the 
patient or an attendant; (2) the operating 
room cleansing of the operative area; and (3) 
the sterilization of the immediate field of the 
operation. When these three are properly 
done the patient is “surgically clean.” 

The preliminary cleansing of the patient, 
which should be done the night before the 
operation, includes a thorough general scrub- 
bing in the bath tub and a plain shampoo of 
the scalp, followed by one with antiseptic 
soap. For the bath, a coconut-oil soap is ad- 
vised, supplemented with mechanics’ soap, to 
remove the debris of desquamation and other 
closely adherent foreign matter. In emergency 
cases and others where the operative field is 
contaminated with paint, grease, varnish, saw- 
dust and similar substances, it will be neces- 
sary to use a stearic-acid soap, gasoline, car- 
bon tetrachloride or wood naphtha as a de- 
tergent, using a mop of absorbent gauze or 
cotton and followed by cleansing with an 
antiseptic soap. 

After this preliminary cleansing, the patient 
is directed to refrain thereafter from applying 
face powder, rouge, lipstick or other toilet 
preparations. Men are told to shave the face 
as they usually do, as one of the chief objec- 
tives of the cosmetic operation is to secure an 
effect which is in harmony with the patient’s 
usual appearance. Should any special shaving 
or hair cutting be required, the surgeon can 
attend to or supervise it. 

In the operating room, the field of the 
operation is washed with mercuric iodide 
soap, using a 1:1,000 solution of mercuric 
cyanide as a lather factor and rinsing fluid, 
followed by an application of alcohol. Do not 
scrub the skin; rub it gently. Brisk friction, 
combined with even moderate pressure, as 
applied in the usual scrubbing process, brings 
about an increased flow of blood to the parts 
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—a temporary congestion or hyperemia— 
which is undesirable in an operative field, 
especially one where a local anesthetic is to 
be used in conjunction with a capillary de- 
pletive, as a too rapid and too wide disper- 
sion of the anesthetic results, reducing the 
efficiency of the depleting agent. Experience 
has proved that the desirable results, pro- 
longed anesthesia and reduced hemorrhage, 
are much better secured from procaine and 
adrenalin (epinephrin), if the local circula- 
tory conditions are not stimulated, but are 
left as near normal as possible. 

Some years ago (May 1902) I introduced 
mercuric cyanide to the profession as a sur- 
gical antiseptic which meets all requirements 
for professional use. It does not irritate the 
skin nor corrode instruments; does not coag- 
ulate albumin in blood or discharges; is 
readily soluble, inexpensive and efficient. In 
a 1:1,000 aqueous solution, mercuric cyanide 
is still used for preliminary cleansing of the 
operative field, for sterilizing and rinsing in- 
struments, and as a cleansing wash for the 
hands and involved parts during the opera- 
tion. 

The final sterilization of the field of the 
operation is accomplished by painting the 
parts with a 1:2,500 solution of Metaphen. 
Recent studies in antisepsis have brought to 
the surgeon’s attention newer and more po- 
tent agents which greatly simplify antisepsis. 
At the present time it is believed the most 
desirable antiseptics for use in cosmetic and 
plastic surgery are Metaphen, Merthiolate, 
Mercurochrome and Hexylresorcinol (S.T. 
37); all being efficient, rapid in action, non- 
corrosive, practically non-toxic, colorless (ex- 
cept Mercurochrome), tissue penetrating, and 
having no deleterious effect upon granulating 
tissue. Metaphen, a mercurial product with a 
phenol coefficient of 500, is one of the later 
research results which appears to be an ideal 
antiseptic, as it is stable in solution, being 
unaffected by exposure to air, light, heat, or 
cold; is non-irritative to the skin, mucous 
membrane, or wound tissues; does not coagu- 
late albumin in blood or wound discharges; 
does not stain the tissues, yet can be had 
colored, if so desired; does not corrode, tar- 
nish or form an amalgam with the metals of 
instruments; and, above all, seems to have 
an especial germicidal affinity for those bac- 
teria and vegetable parasites which flourish 
upon the skin and mucous membrane. It is 
inexpensive, non-toxic, and may be freely 
used. 

Merthiolate is one of the newer products 
which are now enjoying popularity, and is 
being freely used by many surgeons in many 
hospitals. Results, to date, seem to warrant 
the confidence placed in it. 

Mercurochrome, which has been in use for 
several years, is used in one- and two-percent 
solutions and its efficacy is now well estab- 
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lished. The objection to its use in this work 
is its color. The brilliant red dye immediately 
catches the wandering gaze, attracts attention 
to the fact that the patient has recenly under- 
gone a surgical operation, and often leads to 
impertinent inquiries or adverse comment, 
which is objectionable to most persons who 
have been operated upon for cosmetic pur- 
poses. 

Hexylresorcinol solution (S.T. 37) is stable, 
colorless, non-toxic, non-irritating and efficient, 
killing most pathogenic bacteria in less than 
one minute. It is obtainable only in a 1:1,000 
solution, which can be diluted as occasion 
may demand. Some objection has been made 
to its high cost, but the small amount used 
in each operation reduces the expense to a 
minimum. 

Neither iodine, corrosive sublimate nor car- 
bolic acid, in any percentage, should be ap 
plied to the mucous membrane, unbroken 
skin, or to a clean wound surface, as these 
agents have a tendency to cauterize the parts 
and have proved destructive to granulation 
tissue. Many cases of gangrene have been 
traced to the use of carbolic acid in low 
percentage (2% to 5%) solutions, especially 
in children. 

Mapping the Field 

Inasmuch as all deliberate plastic and cos- 
metic operations are (or should be) prear- 
ranged and planned to follow a definite design 
or pattern, it has been my custom to outline 
the pattern of the operation upon the skin 
before any incisions are made. This outline 
is made with a blue solution of Metaphen, 
using an improvised stylographic pen made of 
the tube of a hypodermic syringe and a 
blunted, small-caliber hypodermic needle. 
That portion of the skin which is to be ex- 
cised is painted over with red Metaphen so- 
lution. Experience has proved that the out- 
lining of the pattern of the operation upon 
the skin is the surest and safest way of secur- 
ing satisfactory approximation and coaptation 
in closing the wound. Immediately following 
the first incision in the skin, the normal ten- 
sion is released, the skin retracts, the wound 
gapes and the relations of the several parts 
involved in the operation are so changed that, 
without guiding lines, the succeeding incisions 
may or may not be true to form. 

Some of my conferees look with disdain 
upon the outlining of a cosmetic operation, 
stating that such a procedure is an insult to 
one’s sense of proportion and epidermal orien- 
tation; but it has more than once been noted, 
in the end results of non-outlined operations, 
that there were wrinkles, bulges, puckers and 
other awry conditions, which seriously marred 
the cosmetic effect and which too often called 
for secondary operations. 

Artisans working with cloth, wood, metals 
and other inexpensive materials do not hesi- 
tate to mark the pattern upon the work 
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materials, and there seems to be no valid 
reason why the plastic and cosmetic surgeon, 
who works with the most valuable material 
known, the human body, should not avail 
himself of the same assistance and safeguards 
to protect both himself and his patient from 
surgical mishaps or errors of judgment. 
Incisions 

In making incisions there are several points 
in technic to which attention should be called. 
All incisions should be started at their lowest 
or most dependent points, as every incision 
is followed by bleeding and, if the incision is 
begun at the upper or higher point, the 
escaping blood will run down over and ob- 
scure the operative field. 

Incisions, while made for the purpose of 
removing tissues or obtaining access to sub- 
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Fig. 1.—Sickle-shaped Blade. 


cutaneous parts, should be no larger than 
necessary and should be as clean-cut as pos- 
sible. Under no circumstances should there 
be any mincing or hacking of the tissues in- 
cised. The operator who hacks either has no 
fixed plan of operation, is nervous and irreso- 
lute, or probably suffers from defective vision. 

The plan of the operation being well out- 
lined, the incisions should be made deftly and 
steadily, but not hurriedly. The beginning and 
ending of all incisions should be abrupt sec- 
tions completely through all skin tissues, the 
same principle applying where two or more 
incisions meet. To accomplish this end it has 
been my custom to use a sharp-pointed, sickle- 
shaped knife (Bard-Parker No. 12—see Fig. 1) 
and make the incisions at the points of start- 
ing, ending or meeting before the intervening 
portions of the incision are completed. Inci- 
sions made in the usual way, with a bellied 
knife, approach the deeper parts obliquely, 
are longer than necessary, require additional 
sutures, increase the possibilities of infection, 
and result in larger amounts of scar tissue. 
During the progress of the operation, the field 
is kept as clean and dry as is desired by 
gently pressing (not wiping) the surface with 
sterile gauze pads, either dry or wrung out 
of a 1:1,000 mercuric cyanide solution. 

The cosmetic appearance of a healed wound 
depends largely upon the appearance of the 
skin and the absence of scar tissue. Tension 
is a large factor in the formation of scar tis- 
sue, and if the superficial area of a cicatrix 
be reduced to a minimum, much is done to 
eliminate disfigurement. To reduce the size 
of a scar, reduce the area of the granulating 
surface—a procedure which is accomplished 
by utilizing one or more of several methods 
of transplanting and grafting tissues to cover 
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the open or denuded wound surface, with 
which all cosmetic and plastic surgeons are 
familiar. The only suggestions advanced are, 
that in working subcutaneously special care 
be exercised not to cut into or through the 
dermis unnecessarily, as every such cut inter- 
feres with the blood supply and nutrition of 
the skin and delays healing. In dissecting 
tissues to be removed, make the smallest skin 
incision that will, by stretching, permit the 
removal of the excised mass; use blunt dis- 
section as much as possible, and, when pos- 
sible, pressure and torsion to control hemor- 
rhage, rather than ligatures. 


Drainage and Closure 


In cases where drainage is indicated because 
of the large area of the wound surface, the 
large amount of tissue removed, or where 
the peculiar shape of the wound gives rise to 
cavities wherein blood or serum might collect, 
a few strands of large-sized silkworm gut 
will usually meet all requirements. Silkworm 
gut is pliable, non-absorbent, does not decom- 
pose, can be readily moved within the wound, 
if necessary, without pain or discomfort, and 
the size of the drain can easily be reduced by 
withdrawing one or two strands, as is deemed 
advisable. Very seldom is it found necessary 
to resort to rubber tubing or cigarette drains. 
Drainage can be further facilitated by cover- 
ing the wound with pads of dry antiseptic 
gauze which, by its capillary attraction, aids 
in withdrawing the discharges from within 
the wound. 

When the wound is ready for closing, the 
surgeon should determine the amount of ten- 
sion in the skin and the direction thereof 
by studying the grain of the skin, the lines 
of muscular action, the effects of gravity, and 
the possibility of wound reaction. It is well 
known that hyperemia and swelling occa- 
sionally follow even the gentlest manipula- 
tions and that similar reactions may be due 
to applications of the iodine-containing anti- 
septic powders and almost invariably fol- 
low wound infection. The plan of the opera- 
tion shows that certain parts of the tissues 
are to be approximated or brought into juxta- 
position. This can be experimentally done 
with the fingers or by means of mechanical 
devices until the surgeon gets a definite idea 
regarding the adjustment of the parts, the 
direction of the tension and the placing of 
tension sutures or devices, if needed. 

While an assistant holds the parts in juxta- 
position, the surgeon places tension sutures 
in position, inserting them far enough back 
from the lines of incision to insure all ten- 
sion being under control, and using two rows 
if necessary. Tension sutures should be of 
heavy silkworm gut, of the mattress variety, 
and one inch wide. In tying them they should 
be drawn sufficiently tight to remove, as much 
as possible, all tension from the coaptation 
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sutures. After the coaptation sutures have 
been placed and tied, the tension sutures are 
not to be cut or removed until all coaptation 
sutures have been removed. This same holds 
true regarding any device used in lieu of 
tension sutures. 

Coaptation, or the fitting together of the 
parts, is really the fine art in the cosmetic 
closing of a wound and must be done care- 
fully, smoothly, accurately and with as little 
trauma as possible. Rough handling, undue 
pressure, pinching, hemorrhage and infection 
cause hyperemia and swelling, with cutting 
of the tissues by the fine sutures, resulting 
in unsightly scarring. For coaptation I use 
B. & B. Dermal sutures or Deknatel’s surgi- 
cal silk, and Hagedorn needles of the smallest 
sizes compatible with successful technic. The 
sutures having been properly and suitably 
placed, they are not to be drawn snug and tied 
until all oozing from the wound has stopped, 
as even the smallest clot retained between 
the coapted edges of the skin may interfere 
with union and give rise to a conspicuous 
cicatricial spot in an otherwise perfect line of 
union. 

In operations where the wound surface is 
to be covered by a gliding or sliding of the 
skin over the exposed parts, the sutures 
should not be buried nor passed under the 
wound surface, but passed through the skin 
tissues only, thence over the wound surface 
and through the skin at the point to be 
coapted. If passed under the wound surface, 
all tissues within the loop of the suture be- 
come bunched, when the suture is tied, and 
form an unsightly roll or ridge when the 
wound is healed, which does not always sub- 
sequently flatten out. 

In parts where any underlying fascia or 
muscles have been cut through, these should 
be brought together with a continuous fine 
catgut suture before the skin is sutured; 
otherwise the traction of the divided tissues 
upon the healed wound will cause a gradual 
stretching and enlargement of the scar. 

Conditions being propitious for the closing 
of the wound, its surface is painted with the 
Metaphen solution or dusted with thymol 
iodide powder, and the sutures drawn snug 
and tied, beginning at the highest point and 
being careful not to draw the sutures too 
tight, lest tissues become strangulated and 
the stitch holes become enlarged by stretch- 
ing or cutting of the tissues. Any suture 
which blanches or pinches the tissues is 
dangerous and should be loosened. After all 
sutures have been tied and cut, the approxi- 
mated surface is wiped clean. of all exuded 
wound juices and painted with Metaphen 
solution, which is allowed to dry upon the 
surface. 

By way of dressing, a thin pad of dry, sterile 
gauze is laid over the wound site and such 
additional dressings applied as may be de- 
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manded by housing and climatic conditions, 
habits of personal cleanliness, and individual 
tendencies to meddle. The dressings are 
changed within twenty-four hours, as there 
is usually some seepage of bloody serum or 
wound juice during that time. The surface 
is cleansed with mercuric cyanide solution, 
patted dry, painted with Metaphen solution 
(which is allowed to dry in situ), and dressed 
as at first. No dusting powder of any kind is 
applied nor is any application of any kind 
used other than as here indicated. Dressings 
are again changed at the end of forty-eight 
hours, after which, if everything is progress- 
ing as it should be, the parts are inspected 
daily, but the dressings are not changed un- 
less soiled. 


Prophylaxis and Stitch Removal 


The healing of the wound may be retarded 
by several factors, most prominent of which 
are hemorrhage, malnutrition and infection. 
Knowing this to be true, prophylactic meas- 
ures should be instituted. Whether or not 
the patient has a slow coagulation time, it is 
a good practice to use the best means avail- 
able to prevent too free hemorrhage during 
the operation, prolonged oozing, or secondary 
hemorrhage, as every drop of extravasated 
blood in a closed wound is a foreign body, 
which must be either absorbed, organized or 
eliminated. r 


In granulating wounds, where a general 
anemia is retarding healing, the patient should 
be placed upon a highly nourishing diet, 
without pork, which is not regarded as a 
good food in surgical cases. Where the con- 
dition seems to be a local one, resort may be 
had to “feeding” the granulations with 
Bovinine, which is a liquid beef and mutton 
extract, or with Protonuclein Special and 
other nuclein preparations. Many surgeons 
claim that echinacea has a decidedly vulnerary 
effect when applied locally and taken in- 
ternally. 

The removal of the sutures is dependent 
entirely upon the healing of the wound, and 
it is always the best procedure to test one 
suture before cutting any others. Select that 
suture where you think union will be slow- 
est, and if, upon its removal, the tissues are 
found to be firmly united, then the others 
may be removed; if union has not taken 
place, a new suture may be placed, using the 
same holes vacated by the removed suture. 
In my own work (in the United States), 
sutures are left in place seven or eight days; 
in Cuba and other tropical countries, where 
patients were exposed to more sunshine and 
less atmospheric dirt than in the temperate 
zone, sutures were frequently removed on 
the fourth day; while in the northern United 
States I have had cases which required from 
two to three weeks to effect a satisfactory 
union. There are so many factors entering 

a 
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into wound union that no absolute rule can 
be established for the removal of sutures. 
Many operators remove sutures on the 
second or third day and apply adhesive strips 
to maintain approximation—a procedure 
which reduces scarring from stitch holes, but 
increases the possibility of reopening of the 
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wound. After the removal of the sutures the 
wound is dressed as usual for two or three 
days. Upon being discharged the patient is 
instructed to refrain from putting any un- 
usual strain of any kind upon the healed 
parts for several weeks. 

602 Nicollet Ave. 





The Use of Grape Juice for Weight Reduction 


(Report of a Series of 31 Cases) 
By Frederic Damrau, M.D., New York City 


As average weight reduction of 7 pounds 
per month, effected by use of a brand of 
grape juice without prescribing diet or exer- 
cise, is sufficiently interesting to deserve re- 
port to the medical profession. This series 
of cases was carefully controlled by periods 
of observation on the same patients when 
conditions were identical, with the exception 
that no grape juice was taken. 

Every physician who has tried reducing 
diets realizes how difficult it is to enlist the 
cooperation of his patient. In the great ma- 
jority of cases, diets which are sufficiently 
low in calories to effect substantial reductions 
leave the patient unsatisfied and subject to 
spells of hunger and faintness between meals. 
When this discomfort appears, the prescribed 
menus are generally disregarded and the at- 
tempt at reduction is doomed to failure. 


Rationale of Grape Juice Reduction* 


A remarkable similarity between the dis- 
tress of patients on a reducing diet and the 
milder symptoms of insulin overdosage has 
been noted. Since many obese patients suffer 
from hyperinsulinism, curtailment of their 
carbohydrate intake results in the hypo- 
glycemic-like symptoms of fatigue, hunger, 
nervousness and weakness. They have a 
physiologic need for a quick source of energy 
such as is supplied by dextrose or grape sugar. 

Grape sugar and blood sugar being chem- 
ically identical, there is no better remedy for 
this physiologic craving than grape juice, 
which contains approximately 15 percent of 
dextrose. 

Excess fat can, of course, be eliminated only 
by the process of oxidation or internal com- 
bustion. As has so aptly been stated, “Fats 
burn only in the fire of the carbohydrates.” 
Blood sugar, or its equivalent grape sugar, 
serves as the physiologic fuel in which sur- 
plus fat is consumed. 

A very important consideration is the high 
satiety value of grape juice. When my pa- 
tients drank a tumblerful of grape juice be- 


*The grape juice used in this investigation was sup- 
plied by the Welch Grape Juice Co., Westfield, N. Y. 


fore meals, they had no desire for excessive 
portions of white bread, potatoes, desserts and 
other sweets and carbohydrates; yet they left 
the table thoroughly satisfied and did not suf- 
fer from hypoglycemic-like symptoms between 
meals, as is generally the case with enforced 
reducing diets. 

The use of this brand of grape juice before 
meals seemed to satisfy a physiologic craving 
for monosaccharid sugar with far fewer calo- 
ries than would be required otherwise. This 
explains why grape juice is so effective for 
reducing, notwithstanding the fact that it 
supplies 286 calories per pint, or 107 calories 
per preprandial dose. 


Literature 


So far as I know, use of grape juice for 
reducing has not previously been reported in 
scientific literature. However, I cannot claim 
priority for the principle of the method, inas- 
much as several recent investigators have 
found dextrose (grape sugar), in conjunction 
with a low-calorie diet, a very effective means 
of reducing weight. 

Gordon and Stanley!, in 1928, reported suc- 
cess in the treatment of obesity by means of 
a moderately low-calorie diet, supplemented 
by the administration of dextrose (grape 
sugar) between meals. This was given either 
during exercise or at times when symptoms 
of fatigue, hunger and weakness were ex- 
perienced. As in a comparable series of cases 
of my own, in which grape juice was used in 
conjunction with a 1,200-calorie diet, there was 
a satisfactory loss of weight without ill effect 
or discomfort to the patient. 

On the basis of their observations, Gordon 
and Stanley suggested that “a disturbance in 
carbohydrate metabolism may be responsible 
for the storage of fat and for certain hypo- 
glycemic-like symptoms occurring, perhaps, 
because of insufficient available glycogen.” 

Unsatisfactory results in the treatment of 
obesity by reduction of diet, say Gordon and 
Nissler? in a later article, “may be due, in 
part, to the inability of the patient to tolerate 
a low-calorie diet. In certain instances the 
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chief symptoms are fatigue, hunger, nervous- 
ness and weakness. These hypoglycemic-like 
manifestations lead eventually to the exces- 
sive intake of carbohydrates. 

“An hypothesis to explain the occurrence of 
symptoms and the rationale for treatment is 
as follows: The excessive intake of starch re- 
sults in the stimulation and oversecretion of the 
pancreas and, eventually, in a general disturb- 
ance in the storage and utilization of carbo- 
hydrates. The condition is aggravated by exer- 
cise and the symptoms are relieved apparently 
by the administration of carbohydrates. Since 
physical inactivity and the excessive intake 
of food may cause obesity, the possible effect 
of insulin on the gastrointestinal tract and 
tissue cells . . . may be a further important 
factor in the gain and maintenance of over- 
weight. The socalled ‘dextrose-moderately- 
low-calorie-diet’ is suggested as a means to 
assist the patient in comfortably taking exer- 
cise, in returning to moderate food consump- 
tion, and perhaps in restoring to normal a 
phase of disturbed carbohydrate metabolism.” 

Nissler and Gordon, in 1929, treated 360 
cases of obesity by this method, with satis- 
factory loss of weight and no marked discom- 
fort. They stressed the réle of pancreatic 
overactivity (hyperinsulinism) in contribut- 
ing to overindulgence in carbohydrates, and 
consequently overnutrition. In my experience, 
grape juice, containing approximately 15 per- 
cent of monosaccharid sugar, satisfies the 
physiologic craving induced by hyperinsulin- 
ism with a minimum intake of calories. 

Yoshida and Roberts*, in 1933, reported 
better results in the treatment of obesity with 
the dextrose (grape sugar)-moderately-low- 
starch diet, proposed by Gordon and his asso- 
ciates, than with any other method. They 
found that dextrose administered between 
meals prevented hunger, weakness, nervous- 
ness and other hypoglycemic-like symptoms 
common on a reducing diet. It also inhibited 
the tendency, so common among the obese, 
to go on a “carbohydrate spree.” 

One might well ask, why make a distinction 
between dextrose or grape sugar and the 
disaccharids or polysaccharids? Would not 
an excess of grape juice itself tend to spare 
fats and thereby add weight? 

The answer, I think, lies in the high satiety 
value of grape juice. People frequently over- 
indulge in candy, pastries, white bread and 
potatoes, but never in grape juice. When the 
physiologic craving for dextrose is satisfied, 
all appetite for carbohydrate foods stops as 
well. I know of no other article of diet which 
serves so completely as a natural check upon 
excessive indulgence in carbohydrates. 

Another value of this brand of grape juice 
is to check the tendency to acidosis, which 
frequently develops on a reducing diet. 


Thirty-one Cases Treated with Grape Juice 


Owing to the limitation of space, I shall 
summarize the findings in my series of 31 
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cases. More complete data will be found in 
the four tables reproduced in my reprints of 
this article. 

My cases were divided into two groups: The 
first group comprised 17 cases on a 1,200-calo- 
rie diet, with grape juice. The second group 
consisted of 14 cases on grape juice before 
and between meals, with no dietary restric- 
tion whatsoever. In both groups, there was 
a control period of observation on the same 
patients, when no grape juice was allowed 
but all other conditions were identical. 

During the period of treatment, the pa- 
tients were instructed to begin each meal 
with a tumblerful of grape juice, three parts, 
with one part of water. If they suffered from 
faintness or hunger between meals or at bed- 
time, they were permitted to take another 
glass of grape juice. 


First Group. In all 17 cases with a 1,200- 
calorie diet plus grape juice before meals, 
there was some degree of weight reduction, 
which averaged 1.82 pounds per week, or 7.8 
pounds per month. In 14 of the 17 cases, 
hunger was completely appeased at all times, 
and in 2 more cases it was partially appeased. 
One case was classified as a failure, because 
hunger was never appeased. 

During the control period of observation on 
9 of the same patients, there was an average 
reduction of 0.15 pound per week, or 0.64 
pound per month. All 9 patients on a 1,200- 
calorie diet without grape juice suffered 
severely from faintness and unappeased 
hunger. 


Second Group. Much more interesting were 
the results in the second group, in which no 
diet or exercise whatsoever was prescribed. 
Of the 14 patients taking grape juice before 
meals, 13 effected some weight reduction. 
There was one failure. The average weight 
reduction was 1.63 pounds per week, or 7 
pounds per month. All patients felt comfort- 
able and their appetite was appeased, since 
there was no restriction of diet whatsoever. 

The 5 most satisfactory reductions in this 
group on grape juice without dietary restric- 
tion were 12 pounds in five weeks; 11 pounds 
in four weeks; 11 pounds in five weeks; 10 
pounds in six weeks; and 8 pounds in two 
and a half weeks. 

During the control period of observation on 
13 of these patients, when no grape juice was 
taken but all other conditions were identical, 
7 gained weight and 4 remained stationary. 
Two made slight reductions (0.25 and 0.22 
pound per week). In this control period there 
was an average gain in weight of 0.4 pound 
per week, or 1.7 pounds per month. 


Other Beneficial Effects 


The use of grape juice seemed to act as a 
satisfactory laxative. This undoubtedly is 
due to its natural content of tartaric acid and 
cream of tartar. Some constipated patients, 
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who were formerly addicted to the use of 
phenolphthalein-containing laxatives, found 
that it was no longer necessary to resort to 
any medication. 

A number of patients on grape juice treat- 
ment volunteered the information that they 
slept much better. In some cases a glass of 
grape juice before going to bed relieved in- 
somnia. Whether this is due to the action of 
the grape sugar in counteracting the hypo- 
glycemia and its attendant restlessness, in 
cases of hyperinsulinism, or to some proper- 
ties of grape juice that make its use applicable 
to insomnia in all classes of patients, I am 
not prepared to state at the present time. 


Report of Cases 


Full details of my 31 cases have been re- 
ported elsewhere® and this material is sum- 
marized in the four tables accompanying my 
reprints of this article. 

The following three cases illustrate how 
effective weight reduction without dieting can 
be secured by means of grape juice. 


Case 1:—Miss L. B., age 27, was seen Janu- 
ary 12. Her height was 5 ft. 4 in.; weight, 
170 pounds; systolic blood pressure, 105, 
diastolic, 76; pulse, 70. There were no ab- 
normal findings. She had weighed 170 pounds 
constantly for the past year, and there was 
no variation during 3 weeks’ observation. 

She wanted to lose some weight and was 
advised to try grape juice, a tumblerful with 
water, 3:1, before meals, and to follow her 
natural inclination in eating. Treatment was 
started on February 2, when her weight was 
170 pounds. 

On February 8, her weight was 168 pounds; 
on February 15, 165 pounds; on February 21, 
164 pounds; on February 28, 161 pounds; on 
March 9, 159 pounds. The most observable 
loss of weight was from the buttocks. She 
felt energetic during the treatment. She in- 
tended to continue taking grape juice. 

Summary. This patient lost 11 pounds in 5 
weeks on grape juice without dieting. Her 
previous weight had not varied for a year 
and remained constant during 3 weeks’ ob- 
servation without grape juice. 


Case 2:—Miss M. S., age 24, was seen Janu- 
ary 18, complaining of obesity, fatigue and 
epigastric distress. Her height was 5 ft. 44 in. 
and her weight, 139 pounds; systolic blood 
pressure, 112, diastolic, 80. Fluoroscopic ex- 
amination of lungs and heart was negative. 
Physical examination was negative. Her urine 
had a specific gravity of 1.025 and was nega- 
tive chemically and microscopically. The 
Wassermann test was negative. 

On January 25, her weight was 139 pounds 
and symptoms were still present. On January 
31, it was 138 pounds, and she complained of 
fatigue and distress. 

On February 7, her weight was 139 pounds, 
and she was advised to take a tumblerful 
of grape juice, with water 3:1, before meals, 
and to follow her natural inclination in eat- 


On February 14, her weight was 136 pounds. 
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Epigastric distress was still present, and she 
stated that she seemed to have much more 
energy and vitality. On February 21, it was 
134 pounds and the epigastric pain had been 
somewhat relieved. On February 28, it was 
132 pounds, her unpleasant symptoms were 
relieved and she felt energetic. On March 7, 
her weight was 131 pounds, she felt very ener- 
getic, and the systolic blood pressure was 
120, diastolic, 80. Since her weight was down 
to normal, grape juice before meals was 
discontinued. 

On March 14, her weight was 134 pounds; 
and on March 21, 136 pounds. The patient 
was feeling well, but again started the use of 
grape juice before meals to keep her weight 
down. On March 28, she weighed 132 pounds. 

Summary. This patient lost 8 pounds in 4 
weeks on grape juice, without dieting. Her 
previous weight had remained the same after 
3 weeks under same conditions without grape 
juice. When grape juice was discontinued, 
there was a gain of 5 pounds in 2 weeks 
followed by loss of 4 pounds in 1 week when 
grape juice was resumed. The total loss with 
grape juice was 12 pounds in 5 weeks; total 
gain without grape juice, 5 pounds in 5 weeks. 
There was a notable increase in energy. 

Case 3:—Mrs. H. H., age 26, was seen De- 
cember 26, complaining of obesity, insomnia, 
chronic constipation, general body aches, 
backache and pain in the legs. She had been 
married three years and was childless. Three 
years ago she began to put on weight and 
became obese. She had painful menstrual 
periods. 

She was 5 ft. 4 in. tall and weighed 161 
pounds. Her temperature was 98.6°F.; pulse 
was 84; systolic blood pressure, 140, diastolic, 
80; physical examination revealed tender 
nodules of toxic origin in the muscles of the 
lumbar region; examination of the heart 
showed mitral stenosis; massage was advised. 

On January 3 and 10 her weight was 163 
pounds and she complained of constipation 
and general pains. 

On January 14, she still weighed 163 
pounds, and started taking a tumblerful of 
grape juice, with water 3:1, before meals, fol- 
lowing her natural inclination in eating. 


On January 21, her weight was 160 pounds; 
systolic blood pressure was 120, diastolic, 80. 
The patient noticed that the grape juice taken 
at night before bedtime helped her to fall 
asleep. She also observed that her appetite 
was more moderate. She ate until her hunger 
was appeased and felt no faintness. Previ- 
ously, restriction of diet had resulted in weak- 
ness. 

On January 28, her weight was 157 pounds; 
systolic blood pressure was 120, diastolic, 80. 
She had been sleeping well and noticed im- 
provement in her bowel movements. The 
pulse was 72. February 11, her weight was 
154 pounds; on February 18, 154 pounds; on 
March 4, 155 pounds; on March 18, 153 
pounds; on April 1,.151 pounds. Following 
her natural inclination in eating proved satis- 
factory. Her blood pressure remained normal; 
her bowels regular; she was sleeping well and 
had no complaints. 
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Summary. This patient lost 12 pounds in 11 
weeks on grape juice without dieting. Previ- 
ously she had gained 2 pounds in 2 weeks, 
under the same conditions without grape 
juice. Constipation and insomnia were re- 
lieved. 

Summary 


A series of 31 cases is reported, in which 
grape juice proved an effective means of 
weight reduction. Fourteen (14) patients con- 
suming this brand of grape juice averaged a 
monthly loss of 7 pounds per patient, with 
no dieting whatsoever. The controls gained 
an average of 1.7 pounds per month. 

On a 1,200-calorie diet, with grape juice, 
there was an average monthly reduction of 
7.8 pounds per month. In 17 patients on this 
regimen, hunger was completely appeased by 
the grape juice in 14 cases, largely appeased 
in 2 other cases, and unappeased in only 1 
case. In the controls, the average weight 
reduction per month was 0.64 pound and 
hunger was unappeased in all cases. 

In my opinion, this brand of grape juice 
brings about weight reduction largely due to 
its high satiety value; that is, it satisfies the 
appetite and affords quick energy with far 
fewer calories than when other carbohydrates 
are consumed. Since grape sugar is chemically 
identical with blood sugar, it supplies the 
physiologic fuel in which fats are destroyed 
by internal combustion. 
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The principal cause of exogenous obesity is 
excessive appetite. Grape juice, taken at the 
beginning of a meal, checks the inordinate 
craving for food and in this way contributes 
to physiologic reduction of weight. 

The application of the method is simple. 
The patient consumes a tumblerful of grape 
juice before each meal, three parts with one 
part of water. When there is faintness be- 
tween meals or at bedtime, another glass of 
grape juice is allowed to take the place of a 
“snack.” 

For patients on a reducing diet or thyroid 
treatment under medical supervision, grape 
juice offers an effective means of relieving 
faintness and hunger between meals. 
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The Injection Treatment of Varicose Veins* 
By Frederick R. Greenbaum, D.Sc., Philadelphia, Pa. 


|= injection treatment of varicose veins 
has become the method of choice and is re- 
ceiving well-deserved recognition. Eminently 
satisfactory, simple and devoid of danger, it 


has practically supplanted the operative 
method of treatment. 

The injection treatment of varicose veins 
was introduced seventy-five years ago and 
many solutions were tried. The ideal oblitera- 
tive substance should meet the following 
requirements: 


1—It must be of low toxicity. 

2.—It must produce perfect sclerosis. 

3.—It must not cause pain. 

4.—It must not produce cramps. 

5.—It should not, if extravasation occurs, 
produce any slough. 

6.—It should have such a powerful scleros- 
ing action that only small amounts are neces- 
sary to produce the desired results. 


“From the research laboratories of The National 
Drug Company, Philadelphia, Penna. Read before 
the Medicinal Division of the American Chemical So- 
a apes at New York City, April 22 to April 


7.—Due to the low toxicity, multiple in- 
jections may be given at one sitting. 

8.—It should possess bactericidal properties, 
so that all danger of infection is avoided. 

9—It should not produce allergic 
phenomena. 


The search for such an obliterative agent 
developed such substances as salt solution, 
glucose (dextrose), sodium salicylate and 
others, alone or in mixtures, which were tried 
and which gave constant results, if used prop- 
erly. None of these substances, however, meet 
all requirements of an ideal obliterative agent. 

Within recent years, English investigators 
introduced the use of quinine salts, such as 
quinine hydrochloride-urethane. This product, 
introduced as Genevrier’s solution (quinine 
12% and urethane 6%), produces a firm 
thrombosis, with a moderate amount of chem- 
ical phlebitis, within 24 hours. It should be 
administered in a dose of 0.5 cc. the first day 
and, if no idiosyncrasy is present or if local 
reaction is not unduly severe, it may be used 
daily thereafter in doses of from 2 to 4 cc. 
This solution is a satisfactory sclerosing agent 
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except for slough formation if injected outside 
the vein and the fact that it produces, in some 
persons, distressing symptoms from quinine 
idiosyncrasies. 


Sodium Morrhuate 


This objectionable feature of the quinine 
salts stimulated the search for other sub- 
stances and, in 1930, English investigators 
studied sodium morrhuate, the sodium salt of 
the fatty acids of cod-liver oil, numerous re- 
ports upon which have appeared in the litera- 
ture! 2, 3, 4, 5, 6, 7, 8, 9, All of these reports 
are in agreement and show that sodium 
morrhuate has marked advantages over other 
solutions. It is a stable sclerosing solution. It 
is usually employed in a 5-percent solution, 
or a 10-percent solution may be used in re 
sistant cases. These solutions cause no gen- 
eral systemic reaction. There are no cramps 
and the patient experiences slight discomfort 
during treatment, except possibly momentary 
burning. If injected into the tissues, sloughs 
rarely occur. It is, therefore, apparent that 
sodium morrhuate seems to meet six or seven 
of the nine requirements. 

The action of sodium morrhuate as an 
obliterative agent is both on the intima of 
the vein and on the blood contained in the 
vein. Aseptic irritation of the endothelial 
cells lining the vein is the first factor needed 
in the production of any thrombosis. With 
sodium morrhuate, it is believed this action is 
produced by the unsaturated fatty acids 
present, plus the alkaline reaction produced 
by the hydrolytic action on the blood and 
tissue fluids. 

In the course of clinical experience it was 
found that there is a certain percentage of 
patients who are sensitive to sodium mor- 
rhuate injections. Dr. Zimmerman!? re- 
ported on the allergic reactions produced with 
this salt. Recently Drs. Praver and Becker?! 
showed, in a study carried out at the Univer- 
sity of Chicago, sensitization phenomena fol- 
lowing the use of sodium morrhuate. They 
also found that about 3 percent of the patients 
gave allergic reactions after injections of this 
salt, and showed it could hardly be the pro- 
tein in the sodium morrhuate, as the amount 
of protein is too small to account for any 
allergic reactions. Studies as to the cause of 
the allergic reaction are now in progress. 

According to Kilbourne, there is always 
a hazard of infection following injections of 
obliterative solutions which are not bac- 
tericidal. He brought out the fact that sodium 
chloride, 15 or 20 percent; calorose (invert 
sugar, 60 percent); and sodium morrhuate are 
not bactericidal and may cause infections. 
Quinine solutions, however, are all bac- 
tericidal. 

Kilbourne stated: “The mechanism of the 
protection offered by quinine solutions needs 
further clarification: When quinine solutions 
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are injected into the blood stream, experi- 
ments show that most of the quinine is almost 
immediately absorbed out of the blood into 
the endothelium lining the blood vessels. It 
is probable that the presence of the bacterici- 
dal quinine, in quinine-impregnated tissue for 
a considerable time, prevents infection.” 

This requirement sodium morrhuate does 
not meet; it is not bactericidal. Some of the 
English and American investigators point out 
the fact that quinine is more destructive to 
vascular endothelium than sodium morrhuate 
or any other substance used in the injection 
treatment of varicose veins. Therefore, up 
to 1933, the two best and most effective scler- 
osing agents used by leading specialists and 
general practitioners were sodium morrhuate 
and quinine urethane. 

In October, 1933, we conceived the idea of 
combining these two substances in the same 
solution. The idea was that the action of one 
would increase the sclerosing action of the 
other, in this way producing a solution pos- 
sessing a greater obliterative action than 
either of the two substances used singly. 


Preparation of Moru-quin 


At first we attempted to use quinine hydro- 
chloride and urethane, but found that the 
salts of quinine, when added to sodium mor- 
rhuate, precipitate the fatty acids, due to the 
acidity of the quinine salts. We found that 
quinine alkaloid, when added to a boiling 
solution of 5 or 10 percent sodium morrhuate, 
enabled the quinine to go into solution. On 
cooling, a clear solution was obtained, con- 
taining 2 percent of quinine alkaloid. The pu 
of this solution is between 8.5 and 10. If the 
alkalinity was increased—in other words, if 
the pH was more than 10—the quinine alka- 
loid was precipitated. On the other hand, if 
the pH was lowered below 8, the quinine was 
precipitated. A px of 8.5 is preferred. 


Further studies showed that the procedure 
may be changed as follows: The free fatty 
acids of cod-liver oil, when heated with quin- 
ine alkaloid, bring the quinine into solution; 
benzyl alcohol was then added for its protec- 
tive and anesthetic effect. This gives a clear 
solution. If this solution is poured into water, 
no quinine will be precipitated but an oily 
layer will be obtained, floating on top, the oil 
retaining the quinine. Then a normal sodium 
hydroxide solution was added and, on heating 
and stirring, a clear solution of quinine alka- 
loid in sodium morrhuate was obtained. This 
was filtered and, if chilled to about 6 to 5° C., 
must remain clear. The solution turns cloudy 
if the pH is either below 8 or above 10. It 
is interesting to mention the fact that any 
fatty acids of any oil appear to possess this 
interesting property of holding alkaloidal 
quinine in solution. We have tried the free 
fatty acids of olive oil, cotton seed oil and 
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oleic acid; all hold about 2 to 2% percent 
of alkaloidal quinine in solution. 


Chemical Considerations 


When solutions of sodium morrhuate and 
quinine were studied clinically, one outstand- 
ing feature was noticed: after hundreds of in- 
jections were made by different surgeons, not 
one case of idiosyncrasy occurred, or, to use 
the words of a. prominent varicose vein 
specialist in New York City: “I do find one 
virtue in this mixture that I must make men- 
tion of, and that is the absence of the quinine 
effect; that is, the annoying dizziness and 
other quinine symptoms are relatively absent 
when this mixture is used. Somehow the 
combination of the two substances does some- 
thing which prevents quinine symptoms. 
Therefore this solution affords an easy means 
of starting the use of quinine on a patient, 
since by its means the patient can acquire 
an easy tolerance to quinine and subsequently 
take pure quinine injections without any un- 
toward symptoms.” This report, as well as 
many other reports received, shows that the 
quinine is either in a combined form or is 
in such a form as not to give the usual quin- 
ine idiosyncrasies. 

For this reason, work was started in our 
analytical laboratories to establish the nature 
of the combination occurring between sodium 
morrhuate and quinine, and I am very grate- 
ful to our Mr. P. Kerns, under whose super- 
vision this work was conducted. The fatty 
acids of cod-liver oil com- 
bine with quinine to form 
quinine morrhuate, a loose 
combination. Quinine mor- 
rhuate is entirely insoluble 
in water and, on addition 
of normal sodium hydroxide 
solution, the quinine and 
the fatty acids form a solu- 
tion of sodium morrhuate 
and quinine. When extracted 
with chloroform, all of the 
quinine is removed, showing 
that the quinine is in a loose 
or uncombined form which 
permits its easy extraction. 

A highly purified, solid sodium morrhuate 
was prepared, dissolved in water, yielded a 
clear solution and dissolved the alkaloidal 
quinine. 

If, instead of the quinine alkaloid, quinine 
sulphate or quinine hydrochloride or dihydro- 
chloride was used, a cloudy solution was pro- 
duced which, upon adjustment of the px to 
8.5 to 10, gave a perfectly clear solution. All 
solutions show the Tyndall phenomenon, and 
from these experiments it appears to be estab- 
lished that the quinine is in a colloidal solu- 
tion, the soap acting as a dispersoid for the 
quinine. 

So far as I know, this is the first time that 
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Preparation C gave no 

Preparation C gave a doubtful 
Preparation C gave a suspicious reaction in 
Preparation C gave a positive 
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such a colloidal solution of quinine has been 
made and used clinically. The name “Moru- 
quin” has been proposed as a brand name to 
designate this new obliterative solution. The 
name is indicative of its chemical composition. 
Moru-quin was placed on the market in May, 
1934, after careful clinical investigations. 


Clinical Tests 


As anticipated, the clinical findings brought 
out the fact that Moru-quin produces about 
25 percent more sclerosis than either quinine 
or sodium morrhuate used singly. No investi- 
gator has reported any quinine idiosyncrasy, 
no pain occurred at the time during the in- 
jection, and no cramps followed the injection. 
Sloughing occurred rarely (due to excessive 
amounts used), but even if it occurs, it is of 
a very mild degree. The solution is of low 
toxicity and only small amounts are required 
to produce the desired clinical results—0.5 t> 
2 cc. is all that it is necessary to use. 

Moru-quin was found to be free from any 
frankly positive allergic reactions, according 
to a study made by Dr. H. B. Wilmer, allergist, 
of Philadelphia, as shown in the accompany- 
ing table. 

DERMAL TESTS ON THIRTY PERSONS WITH 
PREPARATION OF SODIUM MORRHUATE 
A.—Sod. morrhuate 5% 
Benzyl alcohol 2% 
B.—Sod. morrhuate 10%, 
Benzyl alcohol 2% 
C.—Moru-quin B. 


Solutions 
Used. 


reaction in 25 persons —83.4% 


reaction in 1 person = 3.3% 
3 persons —10.0% 


reaction in 1 person = 3.3% 


reaction in 16 persons =53.4% 
reaction in 3 persons —10.0% 
9 persons =30.0% 


reaction in 2 persons = 6.6% 


reaction in 22 persons —73.4% 
reaction in 2 persons— 6.6% 
6 persons =20.0% 
reaction in 0 persons= 0.0% 

The fact that preparation B produced some 
reaction in 46.6 percent of persons—3 doubt- 
ful, 9 suspicious and 2 positive—indicates that 
this preparation is far more irritating than 
preparation A and somewhat more irritating 
than preparation C., 

From this study it is obvious that Moru- 
quin, although composed of substances which 
are capable of producing reactions when each 
one is used singly, is practically free from 
this unpleasant phenomenon. Further clinical 
work on this phase of the problem is in 
progress. 

Clinical experience proves that 5 percent 
sodium morrhuate and 2 percent alkaloid 
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quinine are the most desirable strengths to 
use. It produces excellent results in the 
treatment of varicose veins, hemorrhoids, 
hydrocele, telangiectasis, spider-burst veins, 
angiomatous tumors, etc. It is better to give 
too small, rather than too large amounts of 


Fig. 1—Legs of a patient before treatment. 


Moru-quin; the only objection being that a 
greater number of injections may be required. 
This, however, prevents any of the side effects 
occurring, which may follow excessive doses. 

The clinical results obtained with Moru- 
quin are shown by the accompanying illus- 
trations (Figs. 1 and 2). These pictures were 
obtained by courtesy of Dr. Hyman Biegel- 
eisen, from the varicose vein clinic of the 
German Polyclinic, New York City. 


Summary 


1.—The combination of sodium morrhuate 
and quinine (so far the two best obliterative 
agents found), in one and the same solution, 
is believed to be a better sclerosing agent 
than either of the components used singly. 

2.—The method of preparation is briefly de- 
scribed and chemical considerations given to 
show that the quinine alkaloid is in colloidal 
solution when combined with sodium mor- 
rhuate, the soap acting as a dispersoid. 

3.—Clinical experience during the past year 
has established the fact that Moru-quin, the 
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name which we propose for this new oblitera- 
tive solution, meets the requirements for an 
obliterative agent; namely, it is of low toxi- 
city; produces no pain nor cramps; rarely 
causes a slough; produces powerful sclerosis; 
and multiple injections may be given as it 
possesses bactericidal properties. 
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jars causes more prolonged suffer- 

ing and greater economic loss than any 
other chronic disease, yet it is one of the 
oldest afflictions known to medical science. 
The purpose of this article is to illustrate, by 
clinical reports, results obtained by treating 
arthritic cases with resistance-stimulating pro- 
tein and colloidal sulphur (Endogen “A”).* 


Although Prof. Robert Meyer-Bisch, of 
Germany, has made extensive use of sulphur 
injections in the treatment of arthritis since 
1921, reporting good results, very little atten- 
tion has been paid to the use of this particular 
form of therapy until the past two or three 
years. This is due in part to the fact that 
colloidal chemistry is still in its infancy, and 
in part to the fact that sulphur is known to 
be insoluble in an aqueous medium and to 
have toxic effects. 

The action of standardized protein in 
arthritis is due to the increased leukocytosis 
and the production of an increased blood sup- 
ply to the affected area. Pain is usually re- 
lieved after a few injections, with a distinct 
decrease in the inflammatory symptoms and 
increased mobility of the affected joint or 
joints. Cecil states that, in his experience, 
the febrile type of case responds particularly 
well to foreign protein therapy. 

The cases treated with resistance-stimulat- 
ing protein and colloidal sulphur (Endogen 
“A”) injections were all between the ages 
of twenty-four and sixty. Some of the 
patients had been in many hospitals during 
the preceding ten to fifteen years. Subjec- 
tively they complained of dull, aching pains 
in the back, aching pains in the joints and 
inability to move about without discomfort 
and pain, saying that the pain had greatly 
but slowly increased during the period of 
years following the onset of the disease. Pain 
was more marked following exercise. Ex- 
cruciating pain was experienced upon walk- 
ing. Great discomfort was experienced when 
climbing or when raising themselves from a 
sitting position, in the case of those patients 
able to do so. In a number of cases, the 
patients were entirely helpless, being unable 
to use either hands, arms or legs. 

I will present some of the cases, in clinic 


*Material used in these studies was furnished by 
Endo Products, Inc., 359 Fourth Ave., New York City. 


and office practice, in which this treatment 
was used. 
Case Reports 

Case No. 1: Mrs. I. J. L., married, age 54. 
Her history was centered around a painful, 
swollen right knee. The knee was painful 
on motion and showed evidences of intra- 
articular joint fluid. Her present complaint 
was of six weeks’ duration. She has had 
pain in that joint for nine years, with occa- 
sional pain in her other joints. No other 
joint, however, became so swollen as her right 
knee. Her teeth had been removed three 
years ago. At present, small, cryptic tonsils 
were blamed for the possible causation of 
the condition of the right knee. 

Endogen “A,” one ampule intragluteally, 
was given every day for a period of four 
days; then one ampule every other day, until 
12 doses were given. No other medication 
was administered. 

The patient reported progress during the 
course of treatments and, when the 12 injec- 
tions were completed, all pain and swelling 
had disappeared. The patient reported to the 
office six months after being treated and 
claimed that she never felt better, and as 
far as she was concerned, she was cured. 


Case No. 2: J. H., age 60, widow. For about 
ten years this patient had attacks of swelling, 
pain and limitation of motion of the phalan- 
geal joints of the fingers of both hands. At 
the time of examination, there was no de- 
formity of the fingers and no limitation of 
motion, but there was pain on complete 
flexion and extension of the fingers. Past 
history revealed that there had been numer- 
ous attacks of sore throat every three or four 
months, but not for the past year. Her teeth 
had been removed eight years ago. Physical 
examination was negative as to the possible 
cause of the joint pain. 

Treatment: One ampule was injected every 
other day until 12 injections were given. At 


‘the end of these injections, the pain had 


disappeared and treatment was suspended 
For nine months no return of pain has been 
noted. 

Case No. 3: Mr. J. C., age 49, a salesman, 
had been suffering from attacks of pain and 
stiffness in both knees for eleven years. He 
thought his condition was caused on account 
of the localities in which he had traveled. 
However, since he stopped traveling, he still 
had the same severe attacks. 

He was first examined by me in June, 1933. 
At that time there was swelling and stiffness 
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in the flexion and extension movement of 
both kness. Endogen “A” was given intra- 
gluteally for 9 injections. The symptoms dis- 
appeared and the patient was satisfied. He 
has now been symptom-free since his last 
treatment. 


Case No. 4: Mrs. J. Z., age 50, married. For 
the past fifteen years this patient had com- 
plained of rheumatic pain in all the joints 
of her body. She came to the office with 
swollen and painful fingers of both hands. 
There were swellings over all the joints of 
the fingers. The wrists were slightly enlarged 
and painful on motion. Examination revealed 
a history of bad tonsils, which were removed 
about five years ago. 

Treatment consisted of twelve Endogen “A” 
injections, intragluteally, one every day for 
the first four days and one every other day 
until 12 injections were given. A decided im- 
provement was noted after the first injection 
was given. After the series of injections was 
completed, all pain and swelling had disap- 
peared. 

Case No. 5: Mrs. S. L., age 39, married, had 
been complaining of pain in the back, running 
down to the right thigh, for the past few 
weeks. She had had similar attacks two and 
three years before, but this time she com- 
plained that her pain was much more severe. 
The diagnosis, after examination, was lumbo- 
sacral arthritis with secondary sciatic nerve 
pain. She had a tonsillectomy fifteen years 
before. Her teeth were examined thoroughly, 
by x-rays, and were found to be in good 
condition. She received 10 injections of Endo- 
gen “A” and refused further treatment be- 
cause she felt entirely well. To date, two 
years have passed without recurrence. 

Case No. 6: Mrs. P. N., age 32, married, 
was seen at home with a complaint of a pain- 
ful, swollen right shoulder. This was the first 
attack of its kind that she had had. The 
tonsils were removed. Her teeth were ex- 
amined thoroughly. One tooth was found to 
be infected and was removed. Examination 
of the right shoulder revealed a peri-arthritic 
swelling, red, tense and tender; motion in all 
directions was painful and impossible. After 
10 injections of Endogen “A” this patient’s 
recovery was Satisfactory. 


Case No. 7: Mr. J. B., age 28, married and 
a mechanic, was seen at home complaining 
of swollen and painful ankles and both knees, 
which had come on within ten days. Examina- 
tion showed that the left knee was hard and 
swollen and could not be moved on account 
of pain. The history given was of a sore 
throat about three weeks previous which, 
upon examination, proved to have entirely 
cleared up. 

A series of injections of Endogen “A” was 
given, one every day for the first four days, 
then one every other day until 12 were given. 
Improvement was noted after the fourth in- 
jection. The patient recovered with no other 
medication. 

Case No. 8: Mrs. F. K., age 54, married and 
a housewife, was referred to me by the ortho- 
pedic division of a dispensary, with a com- 
plaint of pains at the back of the head and 
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neck, pain and stiffness of both shoulders and 
stiffness of the right knee. 


History and examination of the patient 
showed a menopausal state; the blood pres- 
sure 220 over 110; and there were various 
signs and symptoms of her “change of life.” 
X-ray examination showed sharpening and 
spurring of the articular borders of the cer- 
vical and lumbar spines. The diagnosis was 
osteo-arthritis. Endogen “A” was given, in- 
tragluteally, for 12 injections. Recovery was 
satisfactory. 

Summary 


No contraindications to the use of Endogen 
“A” were encountered; no adverse influences 
were observed in the patients. Experimenta- 
tion has demonstrated that this preparation is 
well adapted to routine ambulatory treatment. 

Empirically, the value of Endogen “A” in 
arthritis appears to have been established. 
The remedy is not intended to replace such 
measures as the removal of the foci of infec- 
tion, rest and diet. However, it is believed 
that this preparation can be a valuable ad- 
junct to those measures commonly employed 
in arthritis and allied disorders. 

The value of a resistance-stimulating pro 
tein and colloidal sulphur in acute and 
chronic arthritis has been attested to by many 
articles which have appeared in the literature 
for some years. There is no question that this 
medicament relieves pain, frequently almost 
with the first injections. 

One may question the rationale of resist- 
ance-stimulating therapy and colloidal sul- 
phur in this particular condition, as in many 
others, but we must remember then that in- 
creased vascularity and leukocytosis are the 
significant and important effects obtained by 
the use of such an agent, and that nothing 
now known is of greater value in the treat- 
ment of arthritis than these. The increase of 
leukocytes provides the body with an added 
force with which to battle against the infec- 
tion—the cause of the arthritis—regardless of 
what the specific microorganism may be. 

For these purposes, a resistance-stimulating 
protein and colloidal sulphur (Endogen “A”) 
should be given, intragluteally, every day for 
the first four days, and then every other day 
until twelve injections have been given. This 
series is, as a rule, sufficient to rid the patient 
of the symptoms completely. There is prac- 
tically no local pain in the administration. 
General shock reaction, as indicated by chill 
and fever, need not be expected nor necessar- 
ily desired in order to obtain good therapeutic 
results. 
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Cooperative Shamanism 
By Flora Warren Seymour, A.B., LL.B., LL.M., Chicago 


| [fror-stednengy East and West may never meet, 
science and fetishism are coming together 
in modern America. They are not only meet- 
ing; they are embracing. 

Physicians, surgeons and nurses employed 
by the federal government to care for the 
health of the Indians are bidden to cooperate 
in every way with the local medicine men, 
dervishes, shamans, conjurors or what you 
will. The results of this original policy, when 
by chance they fall short of tragedy, make 
highly entertaining reading. 

For a quarter of a century past, Indian 
health has been an acute concern of that 
Washington bureau whose mission it is to 
guide the red man through all the eventu- 
alities of life. At the beginning of that period, 
Red Cross drives on tuberculosis and tra- 
choma among the Indians so thoroughly ter- 
rified the general public that even now the 
usual concept of an Indian seems to include 
a suppurating eye and a racking cough. The 
theme of the “Vanishing Race” was repeated 
so often and with so many subtle variations 
that the average citizen apparently expects 
to see the last Cherokee or Sioux fall expir- 
ing at his feet. This notion flourishes in spite 
of the census figures, which show a steady 
increase in Indian population. In the case of 
the Navajos, the growth is almost incredible 
—from an estimated 8,000 to 10,000, seventy- 
five years ago, to 43,000 in recent years. 

Active campaigns for Indian health date 
from that early period of survey and scare- 
head. One bureaucratic incitement to sani- 
tary precautions took the form of a fist 
vigorously clenched, with the index finger 
pointed to the admonition, “Swat that Fly!” 
At all Indian jurisdictions this stamp was 
ordered affixed to every piece of official cor- 
respondence; applied with a liberal use of 
red ink, it permeated even routine commu- 
nications on freight rates or building repairs 
with a sense of dramatic immediacy. To be 
sure, some smiled! 

Then followed, during the teens of this 
century, a period when “Save the Babies” 
was the oft-repeated slogan of the Bureau. 
To this campaign was brought a great deal 


of earnestness and fervor, but as yet Congress 
had not been prevailed upon to supplement 
the effort with any noticeable unbuttoning of 
the public pocket. 

With the advent of a physician, Dr. Hubert 
Work, as secretary of the interior, the era 
began of highly increased appropriations for 
Indian health. His successor likewise was a 
physician, equally convinced of the necessity 
for modern medical service for the red man. 
As a result, through the past decade, the In- 
dian country has been so dotted with hos- 
pitals and sanatoria that, to the average In- 
dian, x-ray pictures and serum injections 
have become as commonplace a matter as 
bread and beans. 

Not so, all too frequently, with the white 
residents of these same regions. They may 
have to travel a hundred, two hundred miles, 
to procure, at high expense, medical and hos- 
pital service of a grade inferior to that fur- 
nished without charge to their Indian 
neighbors. Physicians and field nurses are 
familiar callers in Indian homes, freely prof- 
fering services and medicines. On request, a 
patient is transported to the nearest govern- 
ment institution, which is, as a rule, compe- 
tently staffed and fully equipped to care for 
his needs. 

The past decade has brought about, also, a 
great increase in the number of physicians 
and nurses employed and a notable raising 
of standards and salaries, designed to attract 
to the service of the Indian the best-trained 
type of medical officer. For some years past 
the official head of this body of medicos has 
been a surgeon loaned from the Public Health 
Service. The trend has everywhere been 
toward the most advanced and scientific type 
of health service. 


Peculiar in the extreme are the forms 
which cooperation may assume, between such 
a service as this and the tom-toms and gyra- 
tions of the local medicine men. Most com- 
monly the result is the removal of the patient 
from the hospital at a critical period of his 
illness. Among the Navajo tribesmen, where 
shamans abound, the next procedure will be 
a “sing,” night after night, in the smoky 
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hogan into which are crowded as many spec- 
tators as can be accommodated. To the ac- 
companiment of noise and incantation, the 
beating of drums and shaking of rattles, in 
the suffocating atmosphere of smoke and reek- 
ing human breath and bodies, the religious- 
medical “service” goes on. That any of these 
patients recover is an occasion for wonder. 


When it becomes quite certain that the arts 
of the medicine men no longer avail and 
death is imminent, then the family will make 
every endeavor to have the government em- 
ployees return the patient to the hospital for 
death and burial. Navajo religion shuns death 
and fears the chindi or evil spirit that lies in 
wait beside the dead body for another victim. If 
the sick person dies in his hogan, it is burned 
or destroyed; but better still, if the whole 
business of burial can be given over to the 
white man, who has no fear of being haunted. 


Cooperation must go on within the hos- 
pital as well. A woman expecting confine- 
ment came to an agency hospital and was 
duly washed and committed to bed. After 
a brief absence from the room, the nurse re- 
turned to find a local medicine man admin- 
istering the form of aid indicated by his 
religious belief and “medical” training. On 
his hands and knees on the prostrate body 
of the woman, he was pounding and knead- 


ing in an endeavor to hurry the course of 
nature. 


The story ends here. True cooperation on 
the part of the nurse might have led her to 
join the shaman in his prancing on the form 
of the patient, but one may question whether 
her devotion to declared governmental policy 
carried her to this length. 


In another case a woman was making a 
slow recovery after childbirth. The medicine 
man took her away from the government 
hospital and, in the course of his ministra- 
tions, filled her uterus with wood ashes. The 
result was blood poisoning and death. 


In an Indian home a little girl was suf- 
fering with tuberculosis of the spine. The 
superintendent and the physician both felt 
that if she could be taken to the hospital and 
given modern treatment, recovery was not 
impossible. But the family demurred, and 
there was no appeal from the decision. The 
local shaman treated her by pounding and 
beating the offending back. Eventually death 
ended her sufferings. 


The theory underlying this decreed co- 
operation with the tricks of the conjuror 
comes from a professed purpose to give to 
the Indian “religious freedom.” Moreover, 
“cultural unity” must be preserved at all 
hazards, even the hazard of torture and 
death. These crude methods of healing— 
magic, massage and mumbo-jumbo—are part 
of the “ancient religion” of the various tribes, 
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and as such are to be officially fostered, at 
the expense of the newer ideas of sanitation 
and healing which may have been imparted 
to their people during their generations of 
contact with the white race. 


Among some tribes the ancient tradition 
includes the belief that body vermin are a 
good omen. In the schools and hospitals 
maintained by the white man, freedom from 
these parasites is as a rule preferred. It is 
advisable, if the white man wishes to go 
counter to the ancient tradition in this par- 
ticular, to observe carefully the condition of 
pupils or patients after a family visit. A 
“grayback” may have been placed on head 
or body to insure the proper degree of native 
good fortune. 


One little girl, who had been placed in a 
plaster cast for the correction of spinal curva- 
ture, was found to be suffering a great deal 
of discomfort, so that it became necessary to 
remove the plaster. The discovery was then 
made that her mother had been most atten- 
tive in adding a number of lice, inserting 
them carefully under the edges of the cast. 
Cooperation with such devotion to tribal 
tradition would require considerable restraint 
on the part of those trained in the white man’s 
tradition of sanitation. 


To a superintendent in the southwest came 
an Indian of his jurisdiction. “You know,” 
he said, “that my older daughter died with 
tuberculosis. The medicine man failed to 
cure her and I would not pay him all he 
asked, so he told me he would work a charm 
upon my younger daughter. Now she too is 
coughing and growing weaker. It is our cus- 
tom to kill witches and people who work 
evil charms, and I want to let you know that 
I intend to kill this man who is making my 
daughter sick.” 


The superintendent was appreciative of the 
full faith and credit which should be given 
to the religious traditions of the tribe. At the 
same time, he felt that a warning was neces- 
sary. “I know,” he answered, “that your cus- 
tom demands the killing of the medicine man 
in such a case as this. But you also know 
that, if you do this, the white man is very 
likely to follow his own custom; and his cus- 
tom indicates that if you kill another man, 
he will take you and hang you. So think it 
over.” 

At last accounts the father was still think- 
ing it over. What course he will take when 
his second daughter succumbs to the charms 
of the witch remains to be seen. 

A Navajo medicine man, finding his efforts 
ineffectual, wished to transfer his patient to 
the care of the government hospital. A field 
physician was visiting the hogan where the 
poor girl lay dying of tuberculosis. Obvi- 
ously she had no more than a few hours to 
live. The shaman was insistent that the girl 
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be taken away to the hospital, many miles 
away over a rough road. It was evident that 
she could not be expected to survive such a 
ride. Still the tribal practitioner urged the 
physician to take her away. “Us medicine 
men,” he implored, “have got to stick 
together.” 

At the present time it is reported that the 
Rockefeller Foundation is considering appro- 
priating many thousands of dollars for a 
demonstration health program on the Navajo 
reservation. It will be especially noteworthy 
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if the plan is to be carried out in full coopera- 
tion with local healing methods. To the lay 
observer, the situation is ironical, not to say 
fantastic. 

One wonders how long graduates of ac- 
cepted medical schools, men experienced in 
the practice of modern medicine, will sub- 
mit to their assignment as ambulance-drivers 
and chauffeurs to the ignorant, filthy and 
cruel exploiters of savage fears. 

4917 Blackstone Ave. 


The Etiology and Treatment of 
Dysfunctional Uterine Bleeding 


By A. G. Miller, B.S., A.M., M.D., Hobart, Ind. 


oe the past few years the mechanism 
of menstruation was not clearly under- 
stood. Formerly it was believed that menstrua- 
tion was a necessary condition in preparation 
for the function of reproduction, and any ab- 
normal uterine bleeding was held to be due 
to some disease of the uterine wall or endo- 
metrium. Scientific investigation has discarded 
these theories and definitely established the 
fact that menstruation is nothing more nor 
less than the dismanteling of an endometrium 
which has been prepared for the expected 
visit of a fertilized egg. In other words, men- 
struation is the funeral services of an egg-cell 
which has failed to become implanted. 

Aschheim and Zondek and others have 
shown that certain secretions of the anterior 
pituitary gland activate and control the 
rhythmic activity of the ovaries? 1,9 The 
ovaries, thus activated, produce, in addition 
to the egg-cell, two hormones, estrin and 
progestin, which in turn control the cyclic 
changes noted in the endometrium from one 
menstrual period to another. Each normal 
menstrual cycle is characterized by anabolic 
and catabolic changes in the ovaries and the 
uterus. The changes in the ovary, being de- 
pendent solely upon hormonic stimulation by 
the anterior pituitary gland, occur independ- 
ent of the endometrial changes!7. The changes 
in the endometrium, being solely dependent 
upon hormonic stimulation by the ovaries, do 
not occur when the cyclic changes do not 
occur in the ovaries. 

Wolfe2! and Smith and Engle1§ have shown 
that there is a cyclic variation in pituitary 
function, and that pituitary activity declines 
when the corpus luteum is in the height of 
development. 

Frank? found the greatest amount of ante- 
rior lobe gonad-stimulating hormone, and the 
smallest amount of the ovarian hormone, 


estrin, in the blood between the sixth and 
ninth days after the onset of menstruation. 
From these findings it was concluded that the 
periodicity of pituitary function is governed 
by the estrin content of the blood, and that 
the mechanism of menstruation is as follows: 
The graafian follicle and corpus luteum are 
stimulated to estrin production by the an- 
terior pituitary gland. When a high blood- 
estrin level is reached, it inhibits pituitary 
activity and causes regression of the corpus 
luteum, which in turn produces catabolic 
changes in the endometrium that result in 
menstruation. 

In the 28-day type of menstruation, the 
endometrium is histologically divided into 
four stages, as follows: 

1—The resting stage, which is the first four 
or five days after the cessation of menstrua- 
tion. Here there is a beginning regeneration 
of the uterine mucosa from portions of gland- 
ular tissue remaining in the basal layer of 
the submucosa. At this time there are two 
physiologic processes occurring in the ovary: 
The corpus luteum of the preceding cycle is 
disintegrating and becoming hyalinized, and 
another primordial follicle is being stimulated 
by hormones from the anterior pituitary 
gland and begins to develop into a graafian 
follicle. 

2.—The interval stage is ten days in length 
and follows the resting stage. The mucosa 
undergoes slow growth and becomes differ- 
entiated into three layers, as follows: 

A—A superficial or compact layer. 
B.—A middle or spongy layer. 
C.—The submucosa basalis. 

During this time there are further changes 
taking place in the ovary. The developing 
follicle reaches maturity and, on or about 
the 14th day before the onset of the next 
menstruation, the ripe follicle ruptures, liber- 
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ating the egg-cell- and a large amount of 
estrin!, 17, The ovum enters one or the other 
of the fallopian tubes and, aided by ciliary 
movements, starts towards the uterus. The 
estrin is absorbed by the peritoneum, enters 
the blood stream and is carried to the en- 
dometrium, where it produces further growth 
and vascularity. 

After the egg cell is liberated, the corpus 
luteum forms by proliferation of the granulosa 
cells and an ingrowth of the theca lutein cells. 
The corpus luteum produces estrin in larger 
amounts than the graafian follicle; also an- 
other hormone known as progestin, which in- 
hibits any further follicle growth, stops 
uterine contractions and prepares the endo- 
metrium for nidation. 

3.—The premenstrual stage is ten days in 
length. The endometrium is undergoing fur- 
ther growth and vascularity, due to stimula- 
tion by the two hormones, estrin and pro- 
gestin, which are produced by the corpus 
luteum. Under the influence of the hor- 
mone progestin, a dicidua menstrualis is 
formed, 14, 20, 

4—The menstrual stage lasts four days. 
This stage commences by a diapedesis of blood 
into the subepithelial tissue. This infiltration 
causes disintegration of the superficial layer, 
with rupture of blood vessels that bleed. The 
compacta and spongiosa layers are exfoliated, 
leaving the basal layer, from which a new 
endometrium is reconstructed in the next 
cyclel4, 21. The menstrual stage is always 
preceded by and the direct result of regressive 
changes in the corpus luteum and the sudden 
cessation of estrin supply!°. 

From the foregoing it is apparent that 
normal menstruation is dependent upon a 
normally functioning anterior pituitary gland, 
and that there is a correlation and synchro- 
nism in the ovarian and uterine cycles. When 
the physiologic mechanism of menstruation 
functions normally, the menstrual life of the 
individual is without notable incident, from 
the advent of puberty to the climacteric. If, 
however, the endocrine secretions of the 
pituitary or the ovary are improperly bal- 
anced, disorders of menstruation occur and 
are known as dysfunctional states. It is with 
the dysfunctional uterine bleeding, not asso- 
ciated with pregnancy or malignant disease, 
that this paper is concerned. 

It has been shown that, in the menorrhagias 
and metrorrhagias of puberty, maturity and 
the climacteric, the endometrium is charac- 
terized by marked cystic hyperplasia’: 15, 16, 
Coincident with this hyperplasia there is com- 
plete absence of a recent or old corpus luteum, 
and the presence of numerous follicle cysts, 
which indicates quite definitely that uterine 
bleeding is due to a complete absence or fail- 
ure of luteinization®. 11, 

In puberty the ovarian dysfunction which 
results in excessive bleeding appears to be 
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secondary to pituitary insufficiency. The 
luteinizing hormone of the anterior pituitary 
gland does not seem to be producing proper 
luteinization. The dysfunctional uterine bleed- 
ing of mature women is always associated 
with endometrial hyperplasia!2. 

The excessive bleeding of regularly men- 
struating women, when not due to infection 
or myxedema, may show both estrin and 
progestin, but they are improperly balanced. 
The abnormal bleeding of irregularly men- 
struating women may be due to structural 
changes in the ovaries, due to puerperal in- 
fection, septic abortion or venereal disease. 
The infection travels to the ovaries, causing 
thickening of the ovarian tissue, hindering fol- 
licle rupture and producing follicle cystosis, or 
it may be secondary to myxedema or a pitu- 
itary deficiency. Histologically the ovaries in- 
variably show complete absence or marked 
defectiveness of the corpus luteum, together 
with follicle cystosis?, 8. 9, 12, 13, 

The dysfunctional bleeding in the precli- 
macteric age shows practically the same 
ovarian and endometrial changes noted in the 
bleeding of puberty and maturity, but is un- 
like puberty bleeding which is usually due 
to a pituitary insufficiency, and maturity 
bleeding which is associated with local inflam- 
mation or infection or myxedema. In the pre- 
climacteric age the ovaries are slowly under- 
going changes, which result in fibrosis and 
atrophy. Fluhman and Mazer have shown 
that many women at this time of life show 
an excess of the anterior pituitary sex 
hormone in the blood5. 19, This indicates that 
the anterior pituitary, in its attempt to stimu- 
late these atrophying ovaries, undergoes an 
apparent compensatory hyperfunctional state. 

Regardless of the age, whether it is at 
puberty, maturity or the preclimacteric, it is 
evident that minor defects of the corpus 
luteum produce hyperplasia of the endome- 
trium and consequently alteration in the nor- 
mal menstrual rhythm. The hyperplasia thus 
produced does not undergo the customary 
secretory changes, but results in localized 
areas of thrombotic necrosis, with crumbling 
of the tissues and hemorrhage. 


With this clearer idea of the endocrine 
control of menstruation in mind and a fuller 
knowledge of the histologic findings in the 
ovaries in cases of dysfunctional uterine 
bleeding, I began to question the wisdom and 
logic of the present methods of treating these 
conditions. In the past the common methods 
in use were rest; injections of calcium, hem- 
ostatic serum, ergot or pituitrin; or curettage. 
Quite often this line of treatment did not help 
at all and x-rays, radium or even hyster- 
ectomy was resorted to, in an effort to check 
the flow. These latter treatments prematurely 
terminated the functional life of the individ- 
ual and led to an almost endless train of 
psychoneurotic symptoms. 
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The Luteinizing Hormone 

If dysfunctional uterine bleeding is due to 
the unantagonized action of folliculin (estrin) 
on the endometrium, it appeared to me that 
the logical treatment of this condition was 
with a luteinizing factor or whole corpus 
luteum. There were several reports in the 
literature, tending to show that the luteiniz- 
ing factor contained in pregnancy urine, when 
administered in the doses recommended by 
commercial manufacturers, often resulted, 
not only in local and systemic reactions, but 
also in temporary sterility. It therefore 
seemed to me that injections of corpus luteum 
extract were far more rational than the use 
of pregnancy urine, drug medication, x-rays, 
radium or surgery. 

I decided to test this theory and have con- 
tinued these tests for the past three years. 
At first commercial preparations of corpus 
luteum were used, with approximately 65 per- 
cent of favorable results. I could see no dif- 
ference between the aqueous and lipoidal 
extracts. 


In the belief that the 35 percent of failures 
were due to variations in potency, I used an 
aqueous extract containing three times as 
many grains of corpus luteum per cc. as the 
commercial product. I was immediately 
struck by the efficiency of this preparation. 
Seventy-eight (78) cases of severe dysfunc- 
tional bleeding, in the ages of puberty, ma- 
turity and the climacteric, were treated, with 
98 percent of favorable results. In the be- 
lief that this was a potent product, it was 
decided to biologically standardize it on the 
rabbit, after the method sugested by Corner, 
with the slight modification which follows: 


Corner suggested castration of the rabbit 
18 hours after mating. I waited 24 hours, to 
see if the female would accept the male on 
the second day; if not, she was promptly cas- 
trated and the ovaries examined for evidence 
of ovulation. If ovulation had occurred, in- 
jections of corpus luteum were started, and the 
smallest amount, injected daily for 5 days, 
which would maintain pregnancy in the 
castrated rabbit, was called 1 rabbit unit. In 
this manner it was determined that 1 to 2 
rabbit units, injected every 20 hours for from 
one to five days, was enough to check uterine 
bleeding in 78 cases. In none of the cases 
was there a local or systemic reaction, other 
than a slight soreness of the arm. The his- 
tory of four different types of cases, selected 
from the total of 78 treated, is as follows: 


Case Reports 


Case 10:—Miss J. W., age 14. Menstruation 
commenced at the age of 12 and at first was 
irregular; later regular, but too profuse. For 
the past year, bleeding would continue for 
two weeks, followed by severe leukorrhea for 
two weeks, then bleeding again for two weeks. 
This cycle was repeated monthly. 
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A physician advised tonsillectomy and the 
extraction of 3 teeth. The sinuses and gall- 
bladder were roentgenographed to locate foci 
of infection. Albumin appeared in the urine 
and the case was diagnosed as nephritis. She 
was placed on a nephritic diet and various 
nephritic and uterine medicaments were ad- 
ministered over a period of 9 months, without 
relief. 

Examination revealed a very pale, emaci- 
ated, nervous child, with so many involuntary 
muscular movements and twitches that she 
was hardly able to remain seated. The 
erythrocyte count was 2,500,000; hemoglobin, 
49 percent; and leukocytes, 6,000. The urine 
showed 3 plus albumin. The diagnosis was: 
Dysfunctional uterine bleeding, associated 
with secondary anemia, chorea and a lowered 
kidney threshold, probably due to pituitary 
insufficiency with resulting faulty luteinization. 

Treatment:—On the morning that menstrua- 
tion commenced, 114 rabbit units of corpus 
luteum were administered intramuscularly. 
The mother was instructed to give 144 grains 
of phenobarbital at bedtime and to return the 
next day if the flow did not assume normal 
proportions. If, however, the flow became 
within normal limits, she was to wait until 
the fifth day, and if at this time there was 
no evidence that the period was ceasing, she 
was to come in for further treatment. 


She returned on the sixth day and stated 
that, following the first injection, the bleeding 
became normal in amount and had now ceased 
entirely. The mother was instructed at this 
time to feed the child the same food the rest 
of the family ate and not to worry about the 
urinary albumin, as it was believed that this 
condition was entirely due to the blood stream 
being so impoverished that the kidneys were 
not able to filter back the proteins, and con- 
sequently they appeared in the urine as 
albumin. The child was given Cofron Elixir 
for the anemia and elixir of phenobarbital for 
the nervousness. 

When the next period started, she again 
received 142 rabbit units of corpus luteum; 
after this only Cofron and elixir of phenobar- 
bital. In three months the periods were nor- 
mal, there was no leukorrhea, and no albumin 
in the urine. The twitchings had ceased; 
the blood-cell count was normal; she had 
gained 15 pounds in weight and returned to 
school. The periods have continued regular 
for more than a year. 


Case 25:—Mrs. M. L., age 30, married. Men- 
struation commenced at the age of 13; no 
pregnancies, abortions or infections. Periods 
were regular every 30 days and of normal 
duration until the past 2 years, when they be- 
came very profuse, lasting 7 to 9 days. She 
came complaining of extreme nervousness, 
weakness and palpitation. Examination re- 
vealed normal genital findings; red blood 
cells, 2,600,000; hemoglobin, 58 percent. One 
and one-half rabbit units of corpus luteum 
were given on the first and third menstrual 
days for 3 monthly periods, after which 
menstruation became normal and has re- 
mained so for 11 months. 


Case 42:—Age 43; first menstruated at the 
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age of 12; has three children; no abnormali- 
ties; no operations; menstruation regular and 
normal until 9 months ago, since then every 
2 weeks, lasting 6 to 8 days. Two curette- 
ments were done elsewhere, without perma- 
nent relief. The patient was very weak and 
melancholic; red blood cells, 1,800,000; hemo- 
globin, 60 percent. One and one-half rabbit 
units of corpus luteum were given three times 
a week for 4 weeks. Menstruation ceased and 
was followed by amenorrhea of 3 months’ 
duration; then 3 normal periods; then 2 
months of amenorrhea; and again 2 normal 
periods, followed by amenorrhea for 8 months. 
The patient has regained her health and is 
able to carry on her usual work. 

Case 64:—Age 45; first menstruation at the 
age of 12; 3 children; cholecystectomy 4 years 
ago; menstruation regular until 5 months ago 
when, at the regular menstrual date, she had 
a severe hemorrhage. Two rabbit units of 
corpus luteum were given every 20 hours for 
five days, after which the bleeding entirely 
ceased and there has been no menstruation 
for 5 months. 


Summary 


Uterine bleeding, not associated with preg- 
nancy or malignant disease, is invariably 
characterized by a hyperplastic endometrium. 
This condition is due to an ovarian dysfunc- 
tion, in which there is faulty luteinization or 
complete absence of the corpus luteum. Defec- 
tive luteinization or complete absence of 
corpus luteum may be primarily the result of 
anterior pituitary insufficiency (as in puberty 
bleeding) or secondary to endocervical infec- 
tion (common in the child-bearing age) or 
due to regressive changes in the ovary (as in 
the climacteric). 

Regardless of the age at which it occurs or 
the etiologic factor producing it, there is 
usually an associated follicle cystosis, in which 
the ovarian hormone, estrin, is not properly 
balanced by the ovarian hormone, progestin. 


Conclusions 

A three-year study of dysfunctional uterine 
bleeding, in which 78 cases of various types 
and ages were successfully treated, has led to 
the following deductions: 

1.—Biologically standardized corpus luteum 
extract, injected intramuscularly in cases of 
dysfunctional uterine bleeding, acts as a 
hormonal hemostyptic. 

2—Commercial preparations of corpus 
luteum vary greatly in potency and are not 
dependable. 

3—An efficient method of biologically 
standardizing corpus luteum on the female 
rabbit is available. 

4—One to one and one-half rabbit units of 
corpus luteum, administered intramuscularly 
every 20 hours for 4 or 5 days, will not only 
check most cases of severe dysfunctional 
uterine bleeding, but tend to regulate and 
normalize the succeeding endometrial changes. 
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5.—Preclimacteric cases of uterine bleed- 
ing, treated with a biologically standardized 
corpus luteum extract, do not have the severe 
psychoneurotic symptoms so often noted when 
an artificial menopause is created by means 
of x-rays, radium or surgery. 


Acknowledgment is made of my indebted- 
ness to Dr. H. F. Flannigan, for assistance in 
the laboratory procedures; to Miss Gladys 
Olson, for her constant help in the Clinic; 
and to the Abbott Laboratories, for a gener- 
ous supply of especially prepared corpus 
luteum extract. 
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Successful Arthritis Therapy 
By Charles Rudolph, M.D., New York, N.Y. 


HE world-wide distribution and the dis- 

abling effects of arthritis make it, economi- 
cally, the most costly disease which afflicts 
society. The disease may be classified into 
two main groups, the atrophic and the hyper- 
trophic. 

Atrophic arthritis is characterized by an 
overgrowth of the synovial membrane of the 
joints, which, tending to destroy the cartilage, 
leads to fibrous adhesions between the joint 
surfaces and, finally, to ankylosis. The symp- 
toms are stiffness, pain, swelling of the soft 
tissues and difficulty of locomotion. 

Hypertrophic arthritis is characterized by 
degenerative changes of the cartilage of the 
joints, accompanied, sooner or later, by over- 
growth of the bone at various places, espe- 
cially at the margins of the joints. This type 
is generally not quite so crippling as is the 
atrophic type, but is equally disabling if not 
properly treated. Complete ankylosis, how- 
ever, rarely results. 

Etiologically, arthritis may be classified as 
syphilitic, gonorrheal, tuberculous and 
metabolic. The metabolic, or toxic, type is 
the most prevalent, including about 90 per- 
cent of all cases. Yet it is precisely this type 
that usually receives, perhaps, the least at- 
tention; the vogue of removing foci of infec- 
tion, real or imaginary, has, unfortunately, 
largely overshadowed all other methods of 
treatment. 

That the basis of metabolism is maintained 
by the endocrine system has been more and 
more clearly recognized by physiologists and 
clinicians. This system, as we now know, 
does not consist of a series of isolated, inde- 
pendently-acting units. The endocrine organs 
are inter-related, each dependent on, in- 
fluenced by, and exerting influence upon, the 
others. The growing knowledge of the func- 
tional activity of this important system has 
thrown light upon many afflictions which can- 
not be attributed to organic disease, foci of 
sepsis, intestinal autointoxication or specific 


bacteria. It has thrown a new light on 
arthritis. 


The research work within the past decade 
has apparently shown that substances nor- 
mally created in the body, because of gland- 
ular insufficiency in preventing toxicosis, 
become toxic and pollute the whole blood 
stream. Abderhalden calls them, very prop- 
erly, “fatigue substances.” Following the 
footsteps of this great endocrinologist, the 
Institute of Pharmacology, Chemistry and Ex- 
perimental Therapy of the University of 
Breslau, has succeeded in developing a chemi- 
cal product (Cis His NO:) which, by its 
direct action upon glandular cooperation in 


hematopoiesis and metabolism, overcomes any 
type of toxicosis, the real cause of the 
majority of arthritic, neuritic, gouty, mus- 
cular-rheumatic affections and many other 
manifestations of hormonic disturbance. The 
investigations of this Institute explain, inter 
alia, the frequent, simultaneous occurrence 
of anemia and toxemia in atrophic arthritis: 
behind both phenomena, the disturbance of 
hematopoiesis and the metabolic infection, lies 
the endocrine system. 


Dr. Oscar Foerster, professor of neurology, 
and Dr. Rudolf Stein, professor of internal 
medicine, at the University of Breslau, em- 
phasize, besides the pronounced effect of this 
invigorating therapy of the endocrines upon 
such vital functions as those of nerves and 
muscles in general, especially the good re- 
sults obtained in impaired function of limbs 
resulting from arthritis, pernicious anemia 
and other constitutional diseases. Dr. Ost- 
mann, State Hospital in Schleswig, and Prof. 
Dr. S. Schoenborn, Remscheid, have relieved 
many people well known in Europe and in 
the United States, including an American 
millionaire, suffering from these troublesome 
diseases, after all other treatments had failed. 
As a manifestation of the regeneration of the 
whole body, health—physical and mental 
vitality—was restored, and sexual impotence, 
frequently found in patients suffering with 
hormonic disturbance, was completely over- 
come. 


By this therapy, which has already made 
medical history, I have accomplished, myself, 
remarkable success in unusually bad cases of 
arthritis of many years’ standing, which had 
already been treated with stock vaccine and, 
when streptococci could be segregated, with 
vaccine of the patient’s own strains. Although 
symptoms were thereby somewhat relieved, 
this routine treatment had no effect upon in- 
hibiting the progress of the infectious process 
in the whole body. There were pus dis- 
charges—in addition to those from the af- 
fected parts—sometimes, even from the penis, 
throat and eyes. Wassermann tests were 
negative. Foci of infection were not located. 
These were absolutely clear cases of endo- 
crinal toxicosis. In a short time this systemic 
infection was relieved by adequate doses of 
the relatively new chemical product, Cis His 
NO.. There was frequently advanced bone 
destruction in the interphalangeal joints of 
the fingers or in the metatarsal joints of the 
feet. Although there was no great excess of 
synovial fluid in the joint cavity, a pronounced 
migratory, periarticular swelling of the soft 
tissues of the joints generally had developed, 
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ARTHRITIS 


resulting in painful and difficult motion of 
the joints affected. 

To be exact, the constitutional infection was 
completely relieved by the new therapy; but 
healing of the lesions, prevented by swelling, 
pus and soreness of the joints, would not 
have been quickly accomplished without 
proper external treatment. In order to soften 
the swollen tissues and reduce swelling, there- 
by relieving muscular tension, I applied a 
thick poultice of hot Antiphlogistine every 
day around the affected parts. Due to its 
decongestive quality, its osmotic action and 
its ability to maintain moist heat for a long 
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time, it promotes active hyperemia without 
irritation, thus hastening the absorption of 
exudates and, by the antiseptic and analgesic 
effects of its contents, relieving pain. 

The full culmination of the effect of An- 
tiphlogistine presents, as its most striking 
feature, the very apparent “detoxifying” of 
the arthritic patient, after the toxic pus had 
been removed from the infected joints by 
applications of this cataplasm. These are 
manifestations far easier to observe than to 
describe. 


9 Chatham Square. 





CONSTIPATION IN WOMEN 


Most women are constipated and assistance in a general way (diet, 
exercise, etc.) may save them from the necessity of taking daily cathartics. 

The ill effects of constipation are not only in the failure to remove the 
residue from the intestinal tract and its discomforts; its evil effects reach 
the whole economy. While the sedentary habits of a woman are no doubt 
justly blamed for a part of her constipation, and no doubt also may be 
blamed for the chronic disorders of the stomach, intestines, liver and 
kidneys, yet, on the other hand, there are other anatomic and physiologic 
reasons. 


The pelvic organs become congested and engorged at every menstrual 

iod. Lacerations of the perineum allow displacement and interference 
with the function of the rectum. Uterine prolapse and displacements, tumors 
of the uterus and ovaries, in a mechanical way produce constipation, and 
moreover, it is not always so convenient for a woman to regard and attend 
the calls of Nature as it is for a man. However she should be taught from 
childhood that it is extremely necessary to obey Nature promptly in her 
demands, and to render assistance by forming regular habits—to go to stool 
regularly, just as she has regular hours for meals. 


Women do not drink enough water. Water not only furnishes the proper 
fluid to the body, but taken in proper quantities and at proper times, 
cleanses the stomach of mucus, promotes peristalsis, increases perspiration 
and the quantity of both solid and watery constituents of the urine, aiding 
the excretion of carbonic acid and absorption of oxygen; thus, all the 
tissues in the body are relieved of salts and waste material, and the tendency 
to calcareous degeneration of bloodvessels is lessened. 


To get a woman to drink enough water daily, the amount and time must 
be specified until she has acquired the habit, so to speak. A woman who 
is in normal health should drink from one and a half to two quarts of 
water daily. A good practice, I believe, is to have her take a bottle or 
pitcher of water to her bedroom at night; advise her to drink one or two 
glassfuls while she is dressing in the morning; this washes the mucus from 
her stomach, improves the appetite for breakfast, and aids the peristaltic 
action of the bowels. 

If the case is obstinate, one-fourth to one-third teaspoonful of common 
table salt added to the water taken before breakfast acts almost as well 
as a saline cathartic. Fruit of some kind should be eaten before breakfast. 
—Dr. Georce B. Norserc, in “Golden Rules of Gynecology.” 
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The Cause 


T= exciting factors or clinical causes in 

many forms of cancers are well known. 
This knowledge has been accumulated from 
the observations in a large number of cancer 
patients, especially during the past 30 years, 
and has contributed to the early recognition, 
diagnosis, prevention and treatment of cancer. 

Cancer of the mouth and naso-pharynx is 
dependent on bad teeth, chronic infection, 
tobacco and syphilis. Removal of these con- 
ditions would prevent the appearance of these 
cancers. 

Cancer of the larynx is largely assignable 
to chronic infections, use of tobacco and over- 
straining of the voice. 

Cancer of the esophagus may result from 
mouth infections, tobacco, undiluted alcohol 
and whiskey, gorging of food or swallowing 
of food imperfectly masticated because of loss 
of teeth, ingestion of hot or irritating foods 
and disturbances of the stomach. The pres- 
ence of congenital defects leading to blind-sac 
formations or diverticula causes retention of 
food, decomposition of food and chronic irri- 
tation. However, such inborn defects are rare. 

The causes of cancer of the stomach are 
still ill-defined. They belong to the irritation 
group, the irritants being mouth infections, 
tobacco, alcoholism, gorging or imperfect mas- 
tication of food and fermentation. They cause 
the symptom complex spoken of by the laity 
as indigestion. Malpositions, disturbances in 
motility and function, abnormal retention of 
food should be corrected when discovered, to 
prevent fermentation and irritation; thus the 
incidence of gastric cancer, which forms the 
largest number of malignant tumors, would 
abate decisively. 
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of Cancer 


Cancer of the rectum, also, refuses to 
divulge the causative factors. Chronic consti- 
pation, functional disturbances of motility, the 
character of food, especially the residues of 
coarse foods and brans, seem to cause chronic 
irritations. The neglect, by many people, to 
train and empty the bowels regularly by as- 
signing a definite time of the day and a 
definite duration of time for this essential 
function, leads to chronic irritation of the 
bowel from the accumulation of hard and dry 
fecal matter. Ewing states very aptly that 
man is the only animal which enjoys un- 
limited access to food and suffers from re- 
stricted opportunity to empty the bowel, and 
that he is the only animal that suffers notably 
from stomach and terminal bowel cancers. 

The exciting causes of cancer of the uterus 
are definitely known. Cancer of the cervix 
is caused by chronic, mild infections, the in- 
juries of child births and long continued irri- 
tating discharges. Cancer of the body is due 
to functional disturbances of the ovaries and 
their influence on the development of the 
uterus and the menstruating inner lining of 
the uterine cavity. Such women suffer, as a 
rule, from primary or acquired sterility, due 
to an arrested or retarded growth or an ac- 
quired atrophy or shrinking of the womb. 

Cancers of the breast result from disturb- 
ances of function and nutrition, partly refer- 
rible to disturbances of ovarian function and 
partly assignable to the unwillingness of 
mothers to nurse their offspring. Ovarian dis- 
turbances lead to functional overgrowth. Sup- 
pression of breast function causes stagnation 
of milk in the breast ducts and glands. Thus 
chronic cystic and fibrous inflammations of 
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the breasts are formed. The milk-cow never 
has mammary cancer. 

The skin is exposed more to irritants and 
injuries than any other tissue. The irritants 
may be: (1) long continued chronic irritation 
from (a) bituminous products, such as tar, 
pitch, petroleum, oil and oil products, soot 
and aniline dyes; (b) heat and light, such as 
sun rays (farmers and sailors), exposure to 
heat (stokers, foundry workers), caustics 
(storage battery workers) and soft x-rays; 
(c) chemicals, such as arsenic and cobalt; (d) 
chronic ulcers caused by external pressure 
and scars from burns, or by varicose veins; 
(2) misplaced embryonal cells in sebaceous 
and sudoriferous skin glands, hair glands, 
rodent ulcers and black or brown birth marks, 
which may become cancerous suddenly with- 
out apparently any external factors or be 
excited to growth by exposure to light, heat 
or trauma, 

It is evident from this short discussion of 
the exciting causes of cancer that the out- 
standing predisposing or precursive factors 
are chronic or long continued irritation of an 
infectious, hormonal, chemical or physical 
nature. It may be assumed that the arrest 
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of these precursory agents and the removal 
of all chronic tissue changes would prevent 
cancer later on. An ounce of prevention is 
better than a pound of the best cure. 

Corroboration of the observation that long 
continued irritation may lead to cancer is 
presented by the Kashmirs, who live in north- 
eastern India. They carry a basket suspended 
with straps from the neck. This kangri, or 
fire-basket, is filled with glowing charcoal, on 
which the natives place the hands to keep 
from freezing. The kangri cancer appears at 
the very site on the abdominal wall which 
has been exposed to the heat of the basket. 

The natives of East India have a habit of 
chewing the betel nut rolled up with lime in 
a betel leaf. The betel is highly astringent, 
irritant and stimulant. Cancer of the mucous 
membrane of the mouth is very prevalent in 
the betel chewers. 

The Japanese imbibe tea at a very high tem- 
perature. The men eat first, and consequently 
the tea is very hot. The women eat after- 
wards, when the temperature of the tea has 
become tepid. The Japanese males frequently 
have cancer of the esophagus; the women only 
exceptionally. H. s. 
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Copper lonization in the Treatment 
of Cervical Disease 
By J. L. Hanson, D.O., M.D., Philadelphia, Penna. 


ITAL statistics show that there are 

109,000 deaths from cancer each year, 
22,000 of which are estimated to be due to 
carcinoma of the uterine cervix. The mor- 
tality is drawn from an annual list of from 
32,000 to 44,000 cases reported. 

With these thoughts in mind, the matter 
of treating diseased cervices and kindred 
ailments which are not yet malignant, is 
attracting additional attention, and physical 
therapy seems to include the most successful 
and practical procedures so far offered. 


Many methods of treatment for the cure of 
cervicitis have been advocated, varying from 
all kinds of topical applications to amputa- 
tion of the cervix. All have aimed at the 
destruction or eradication of the diseased 
cervical mucous membrane or glandular 
structure, with simultaneous preservation of 
the musculature. 


My aim here is to describe copper ioniza- 
tion, showing its advantages, and to advocate 
a procedure that can be easily carried out by 


the clinician in his office—one that is pain- 
less, with minimum destruction of the un- 
involved tissue, and no sacrifice of the occu- 
pational time on the part of the patient. 
Cervicitis is a term used to include various 
forms of infection of the cervix. Chronic 
endocervicitis is the most prevalent and 
familiar objective gynecopathy. It has patho- 
logic potentialities which may menace the 
integrity of the entire gynecic system. 


Pathology 


Cervicitis usually follows pyogenic infec- 
tion after laceration at childbirth. It is 
characterized by edema of the subepithelial 
stroma, with outpouring of lymphocytes and 
plasma cells around the blood vessels and 
under the surface epithelium. The blood 
vessels dilate and the surface columnar and 
glandular epithelium becomes irritated. This 
gives rise to increased secretion (leukorrhea), 
which becomes mucopurulent from the ad- 
mixture of inflammatory products. As a 
result of the infection, subepithelial edema 
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occurs, and a plaque of squamous epithelium, 
surrounding the external os, is shed. The 
columnar epithelium of the cervical canal is 
stimulated to grow outward and cover the 
raw surface, so that the area around the 
external os becomes covered by columnar 
epithelium, which in its outgrowth carries 
with it cervical racemose glands. To this 
area, the name cervical erosion is given. 
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Fig. 1.—The Guttman _ self-retaining 
properly exposes the cervical erosion. 
required. 
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The surface of the socalled erosion is covered 
with epithelium, although there is often a 
breach of continuity between the two types 
of epithelium at the periphery. 

Ionization 

Ionization is the introduction of ions into 
the tissues by means of the direct or con- 
tinuous electric current—more commonly 
known as the galvanic current. Because ions 
travel at a comparatively low rate of speed, 
the amount of drug driven into the tissues 
is in direct proportion to the amount of cur- 
rent, the length of time the current is flowing, 
and the area of the electrode in contact with 
the tissues. 

If a metal is to be introduced into the 
tissue, the positive pole is used. If acid- 
forming elements are to be driven in, the 
negative pole is used. 

The positive pole (+) is acid and a vaso- 
constrictor. It contracts, dehydrates and hard- 
ens tissues; dries discharges and coagulates 
albuminoids; decreases inflammation; is ger- 
micidal; has a sedative effect. 

The negative pole (—) is alkaline, caustic 
and a vasodilator. It causes congestion; re- 
laxes, softens and liquefies tissues; liquefies 
secretions; increases moisture. Because of 
its caustic properties, it causes a mild sensa- 
tion of burning. 

At present there is much interest in the 
intra-cervical copper electrode ionization 
method, as devised by David W. Tovey, M_D., 
F.A.CS., of the New York Polyclinic Hospital. 
After five years of practical experience and 
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supervision in the treatment of over 600 
cases of endocervicitis with this method, I am 
satisfied that it is the procedure of choice, 
and one that is as nearly fool-proof as is 
possible, even in the hands of the novice. 

A long treatment with relatively small 
amperage drives ions deeper into the tissues 
than a short treatment with high amperage. 
The greater the surface of active electrode 
in contact with the tissues, the greater the 
amount of current. It is estimated that, with 
a large copper cervical electrode and a cur- 
rent of 10 milliamperes applied for 20 min- 
utes (200 milliampere minutes), copper is 
driven about 10 millimeters into the tissue 
of the cervix. The copper ions are carried 
by the electric current along the lymph 
channels into the cervical and adjacent 
tissues. 

Technic 

The patient is placed in the lithotomy 
position, the cervix exposed through a specu- 
lum (I prefer the Guttman self-retaining 
type—Fig. 1.) and secretions removed with 
cotton applicators. The electrodes are four, 
in sizes 16 to 28 French, four centimeters 
long, with a small, round upper end that 
enters the cervix, but does not go through 
the internal os. 


Fig. 2.—Showing the intracervical Tovey electrode 
in position. Ions of copper are driven into the glands 
and lymph channels of the uterine tissues about the 
cervix, and perhaps, to the ovaries and broad liga- 
ments, in the direction of the lymphatic drainage and 
electric current. The two circles on each side of 
the uterus represent the ureters. The light area 
between the electrode and cervix represents the margin 
of coagulation and deposits of copper about the electrode. 


A wet asbestos pad is connected to the 
negative pole and placed under the buttocks 
of the patient. The positive electrode is 
inserted into the cervix. If the external os 
is too small to admit even the smallest elec- 
trode, the tip of the electrode should be 
inserted into the external os, attached to the 
negative pole, and the current turned on 
slowly. Five to ten milliamperes of current, 
for five minutes, causes sufficient softening, 
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relaxation and dilatation of the tissues about 
the external os to admit the electrode. The 
current is then reversed, so that the cervical 
electrode is positive, and gradually increased 
to 10 milliamperes, where it is allowed to 
remain for twenty minutes. 


Fig. 3.—(Left) A typical case of endocervicitis; 
(Right) normal appearance, three months after intra- 
cervical copper ionization. 


After the current has been flowing for 
about three minutes, the electrode will stick 
in the canal. Cotton should then be placed 
under the staff, in the speculum, to support 
the electrode and prevent displacement. At 
the end of the treatment, crystals of copper 
oxychloride surround the electrode and the 
os. The electrode will then be found hard 
to withdraw without trauma, because it has 
become adherent from coagulation, contrac- 
tion and dehydration of the tissues, and 
ionization of copper. 


PHYSICAL THERAPY AND RADIOLOGY 


497 


The step to be taken now is to reverse the 
polarity, so that the active electrode is con- 
nected to the negative pole. In a few minutes, 
relaxation and softening of the tissues of 
the cervix occur and, with slight traction, 
the electrode is felt to loosen and can be 
withdrawn. 

Caution: Be sure to turn off the current 
slowly before changing polarity. If this is 
not done the patient will experience a dis- 
agreeable shock. 

Advantages: Immediate lessening of the 
discharge; painless and strictly ambulant pro- 
cedure. In a week or ten days the discharge 
has, in most instances, disappeared. The 
cervix shrinks and, after three or four treat- 
ments, it appears normal. The infection, 
erosion, nabothian cysts and discharge have 
entirely disappeared. Large, infected cervices, 
which in the past required amputations, 
shrink to normal size. There is no disturb- 
ance of the menstrual flow and the treatment 
is not followed by uterine colic. 

In no case should this procedure be re- 
peated oftener than once in ten days or two 
weeks, if the maximum results are to be 
expected, because it takes time for tissue 
changes and healing to take place. If given 
more frequently, the changes cannot be 
watched and there is danger of over-contrac- 
tion and shrinking of the tissues of the 
cervix. 


807 E. Allegheny Ave. 
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Cooks and Bakers 

N OTWITHSTANDING the absolutely erro- 

neous implication, many medical writers, 
who should be more solicitous about their 
choice of words, employ the term “baking” 
to mean photothermy (the treatment by heat 
from radiant sources) and call the photo- 
thermal treatment cabinets “bakers.” 

By no stretch of the imagination could such 
treatments be considered baking, since baking 
implies coagulation of albumen and certainly, 
except for superficial burns, which however 
were purely accidental and not the intended 
treatment, the tissues were never raised to 
the baking degree of temperature. 

We have, however, in the high-frequency 
currents of electricity and the high-frequency 
oscillating electromagnetic fields, as furnished 
by the modern high-power apparatus used 
for diathermy and for radiothermy, energy 
which can be converted into a degree of heat 
sufficient to cook the living tissues and de 
stroy them. 


In d’Arsonval’s first demonstrations, the 
power of his apparatus was so low that but 
little heat was evolved. This was true, not 
only of the current in d’Arsonval’s circuit, 
but also in his autocondensation and auto- 
induction modalities. 

Diathermy became available only with in- 
creased power from more efficient generators, 
and electrocoagulation became, as a result, a 
recognized addition to surgery. 

The evolution of autocondensation into 
radiothermy, brought about by the use of the 
hot cathode tube, has put into our hands a 
source of tremendous power, whereby fever 
temperatures may be obtained. 


Treatment by fever therapy which employs 
radio generators must be given with the 
greatest of caution and only by those who 
have studied every phase of the subject. For 
a tyro to employ radiothermy would be dis- 
astrous. Heat exhaustion and death might 
result and the temperature could be raised 
to the baking degree. 
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Even when used with knowledge, it is 
necessary to prevent the accumulation of 
sweat upon the skin, when radiothermy is 
given, by means of absorbent wrappings and 
a constant blast of hot, dry air, otherwise the 
sweat would boil and coagulate the skin and 
subcutaneous tissues. 

So far we have spoken of the arrangement 
whereby the patient lies in the field between 
two condenser plates. Of late there has ap- 
peared a modified revival of d’Arsonval’s 
“Grand Solenoid,” in connection with high- 
frequency electrical apparatus of great power. 

By this arrangement the oscillating electro- 
magnetic field is concentrated within the axis 
of the spirals of the solenoid. When we 
recall that this is the exact reproduction of 
Northrup’s “radio” furnace, with which he 
melted the most refractory metals, such as 
tungsten, we see that the amount of heat 
which can be generated in any object, and 
especially a human being placed in such a 
solenoid, can be prodigious.. Cooking is a 
mild term for the possible result. 

We feel it, therefore, incumbent upon this 
department to utter a warning concerning 
the use of the solenoid for heat treatments. 
We fear that almost any day will bring us 
news of the cooking of a patient by this 
method of heat treatment. The demonstra- 
tion, by the salesmen at some of our medical 
conventions, of salt water being boiled in a 
tumbler by means of electromagnetic energy, 
should be sufficient warning that the ap- 
paratus is capable of deadly harm as well as 
beneficent results. We do not decry the use 
of this form of administering heat, any more 
than we decry the use of aconite, prussic 
acid or strychnine, but we emphasize the 
danger only that it may be avoided. 

F. T. W. 


——————= 


Treatment of Cutaneous Cancer* 


[N selected material it is possible to obtain 

excellent results with any one of the estab- 
lished therapeutic methods. There is no best 
method of treating unselected cases of cu- 
taneous cancer. The trend, today, is for the 
cancer expert and for the physician who 
treats cases of cancer frequently, to be equally 
experienced and efficient with all the estab- 
lished therapeutic methods. This ability, 
added to adequate clinical and _ histologic 
knowledge of cutaneous cancer, provides a 
comprehensiveness that permits superior 
selection of method or combination of meth- 
ods for the given case. 

The well established therapeutic methods 


*Archiv. Phys. Therapy X-Ray, Rad., Mar., 1935. 
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consist of scalpel surgery (including plastic 
surgery), surgical diathermy, and radiation. 
The last comprises x-rays and radium. Sur- 
gical diathermy is divided into electrodesicca- 
tion, electrocoagulation and electrotomy, each 
of which requires some form of anesthesia for 
its effective application to cutaneous cancer. 
Chemical caustics and the cautery are occa- 
sionally useful for selected cases, either alone 
or combined with other procedures, but they 
cannot be called thoroughly established meth- 
ods. Surigcal diathermy requires, for its 
proper application, a knowledge of and train- 
ing in the principles of surgery. The same 
applies to the use of radon implants and 
radium element needles. Selection of the best 
method or combination of methods for a given 
case requires discriminating judgment based 
on the following features: Clinical and histo- 
logical characteristics; grade of malignancy; 
character of the tumor bed; radiosensitivity; 
invasiveness; metastasis; age of patient; loca 
tion and parts involved. 
Georce M. Mackeg, M.D., and 
Antuony C. Crpotiaro, M.D. 
New York, N. Y. 
ie 


Radium and Surgery in Rectal 
Cancer* 
M* general method of handling patients 


suffering from carcinoma of the rectum 
is as follows: A digital and proctoscopic ex- 
amination is done, with possibly a biopsy, only 
when the tumor is located high in the recto- 
sigmoid. 

If the case is too far advanced for any sur- 
gical intervention, no attempts are made at 
either surgery or radiotherapy. In all other 
types of cases the patient is submitted to an 
exploratory laparotomy. If it is found that 
the case is suited for radical surgical removal 
of the tumor, the first step of the abdomino- 
perineal resection is done. When, a few days 
later, the second step of the operation is com- 
pleted, an insertion of capillaries of radon is 
done immediately into the field from which 
the tumor has been removed, and this is fol- 
lowed by a careful course of deep x-ray 
therapy or surface radium application or both. 

When it is found at the exploration that the 
tumor cannot be radically removed, then an 
intraperitoneal insertion of capillaries of radon 
is done into the whole extent or the upper 
segment of the tumor, and this is followed by 
a permanent colostomy. If the lower segment 
of the tumor is situated so low that it cannot 
be reached intraperitoneally, a few days later 
an insertion of radon is done into the lower 
segment of the tumor through the anus. This 
is also followed later by a course of deep 


x-ray therapy or surface radium application 
or both. 


*Radiol. Rev., March, 1935. 
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The intratumoral insertion of radon destroys 
the major portion of the tumor, and the sub- 
sequent surface radiotherapy acts in a manner 
similar to post-operative irradiation and the 
treatment is not liable to have so severe gen- 
eral effects on the organism as surface radio- 
therapy without a preliminary insertion of 
radon. 

This combination of surgery and radio- 
therapy is employed in far-advanced cases and 
is only a palliative therapeutic procedure, but 
the life of the patient is prolonged and, what 
is of still greater importance, life is made 
much more comfortable. 


Isaac Levin, M.D. 
New York City. 


Prevention of Phlebitis 


|X my experience, systematic postoperative 
leg exercises, in addition to carbon dioxide 
inhalations, reduced the incidence of postoper- 
ative phlebitis, in 692 hospital cases, from 1.19 
percent to 0.29 percent. The exercises con- 
sisted of flexing and extending the foot at 
the ankle and the leg at the knee and, 
wherever feasible, “bicycling” with movement 
of the thigh at the hip, and thus all the 
muscles of the leg. Deep breathing was also 
encouraged. The carbon dioxide inhalations 
were given at the termination of operation, 
even in those cases where spinal anesthesia 
was used, being repeated, in many cases, for 
the first two or three days postoperatively.— 
E. W. Rockey, M.D., in West. J. Surg., Obst. 
& Gynec., May, 1932. 
—_————e-——_ —— ee 
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Schliephake: Short-Wave Therapy 


HORT-WAVE THERAPY. The Medical 

Uses of Electrical High Frequencies. By 
Dr. Erwin Schliephake, Privatdozent for In- 
ternal Medicine at the University of Jena. 
Authorized English Translation by R. King 
Brown, B.A., M.D., D.P.H. From the Second 
and Enlarged German Edition. With Fore- 
word by Elkin P. Cumberbatch, M.A., M.B., 
B.Ch. (Oxon), F.R.C.P. (Lond.), D.M.R.E. 
(Camb.). Pages, 238; Illustrations, 94. Lon- 
don, W.C.1.: The Actinic Press, Ltd. 1935. 
Price, 21/-. 

Of books on the diverse forms of physical 
therapy and their wide variety of application, 
there is a bewildering superabundance, but 
this authoritative treatise on something en- 
tirely novel in the field of electrotherapy is 
both refreshingly welcome and of intense in- 
terest to the entire profession. 
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More than a quarter of a century ago, the 
introduction of diathermy aroused quite a 
furore of contending opinions as to the 
physics and the physiologic reactions of this 
electrotherapeutic innovation. Recently, short- 
wave and ultra-short-wave therapy has been 
introduced into this country from Germany 
and has aroused and still is arousing even 
more startling contentions for and against its 
clinical application than did its diathermic 
progenitor. 

Dr. Schliephake, the originator of short- 
wave therapy, writes of his experiments and 
clinical experiences with this newer modifica- 
tion of high-frequency currents, with an en- 
thusiasm profoundly in accord with his own 
scientific investigation and deductions. The 
major portion of the text discusses in detail 
the physics of this agency and innumerable 
experiments with the various short and ultra- 
short waves, ranging from around 15 meters 
to 3 meters and even less, in comparison one 
with another and also with diathermy or long- 
wave therapy. The concluding 80 pages, 
“Treatment of Human Diseases,” cites numer- 
ous case histories and gives the scientific and 
clinical results achieved by himself, and his 
co-workers in this new and, apparently, 
valuable field of electrical energy. To prac- 
tise physical therapy without having at least 
read Schliephake’s “Short Wave Therapy” is 
an inexcusable neglect; to defer acquiring 
and utilizing a short wave therapeutic ap- 
paratus until thus informed will conduce to 
better therapeutics. 


J. E.G. W. 


Colwell: Action of Radium and 
X-Rays 

HE METHOD OF ACTION OF RADIUM 

AND X-RAYS ON LIVING TISSUES. By 
Hector A. Colwell, M.B., Ph.D., M.R.C.P., 
D.P.H., The Barnato Joel Laboratories, Mid- 
dlesex Hospital. Awarded the Garton Prize 
and Gold Medal of the British Empire Cancer 
Campaign, 1934. London, Oxford University 
Press: Humphrey Milford. 1935. Price, $5.00. 

The days when physics and chemistry were 
considered wholly distinct and separate 
sciences are past; and, in fact, biology seems 
to be in process of being brought into the 
same family with them. 

This is a moderate-sized research mono- 
graph on the bio-physics and bio-chemistry of 
radiant energy, of great importance to all re- 
search workers along this line and highly 
interesting, as a basic contribution, to deeply 
studious radiologists, but of relatively little 
direct practical value to clinicians in this field. 
It will, however, be a worthwhile book of 
reference for all who work with radiant 
energy. 


WORRY 


Worry is a thin stream of fear trickling through the mind. If encouraged, 
it cuts a channel into which all other thoughts are drained.—ARTHUR SOMERS 


RocHE. 
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New: Instruments for Proctologic Diagnosis 
By W. D. Pennington, M.D., Chicago 


Ai of us know that in order to treat any 
affection satisfactorily we must find 
what the trouble is—make a diagnosis. My 
experience, as well as that of all proctologists, 
is that this essential is sadly neglected in af- 
fections of the lower bowel. 

Some time ago I heard of a well known 
internist, a graduate of and former professor 
in a German University, who, when consulted 
by an elderly woman for bleeding from the 


anus, prescribed gallic acid ointment without © 


making the slightest examination. The pa- 
tient followed the directions faithfully for 
several weeks, with no relief, and finally con- 
sulted a proctologist, only to be told she had 
an inoperable cancer, to which she afterward 
succumbed. 

Not long ago, a former English Army officer 
dropped into my office to talk over some mat- 
ters of a commercial nature. During the 
course of our conversation he inadvertently 
referred to the fact that he had not been 
feeling well for quite some time, whereupon 
we discussed his physical condition. He told 
me that a noted surgeon in a neighboring 
city had recently made a thorough physical 
examination of him. I asked if the surgeon 
had examined his rectum and was told that 
he had not. 

Within recent times men went from near 
and far to a great center to attend a con- 
vention of medical men. An elaborate pro- 
gram had been prepared and surgeons and 
medical men of national and international 
reputation presented papers. On looking over 
their program, I failed to find any reference 
to diseases of the anus, rectum and sigmoid- 
colon; yet no class of diseases is more com- 
mon, nor are there any which more secretly 
and insidiously undermine the constitution. 


The Chicago Medical Society Bulletin re- 
cently published an elaborate clinical pro- 
gram, for the benefit and convenience of visit- 
ing physicians and surgeons in the city for 
convention purposes or to attend the Century 
of Progress Exposition. On looking over this 


program, I failed to find any mention of rectal 
diseases; yet no class of diseases deserves 
more serious consideration. Their influence 
on general health is more far-reaching than 
many subjects featured on their program, 
though Chicago can justly boast of high-class 
surgeons who specialize in the treatment of 
these diseases. 


Neglect of Examinations 


The same state of affairs is found every- 
where and has existed for years. Over 
twenty years ago Du Pan (Paris) stated that, 
of 48 cases of rectal cancer seen by him 
within a short time, 19 had been treated for 
constipation and “piles,” for from two io six 
months, without any digital or instrumental 
examination whatsoever. His countryman, 
Desmarest, some ten years back, also tells 
us that, of 50 patients with rectal cancer 
(most of them inoperable), admitted to his 
wards in three years, not a single one had 
been examined. 

Kiitner, the famous German surgeon of 
Breslau, writes (January, 1929) that, of 1,301 
instances of cancer involving the rectum, 
which were seen in his clinic, some 90 percent 
were within reach of the finger, yet over half 
(800 patients) had never been examined by 
their family physician for rectal trouble. 


A strange bit of advice was recorded from 
France years ago. Two authors described 
what they termed a “febrile form” of cancer 
in the rectum. The patient was seen in Feb- 
ruary, but the rectum was not examined until 
October. At that time, cancer being discov- 
ered, the patient was operated upon, and in 
two days died from embolic pneumonia. They 
then proceeded to advise as follows: “Our 
case shows once more that, upon the least 
suspicion of cancer, rectal touch is needed.” 
(As the old-time preacher said, “Don’t do 
what I do, but what I tell you to do.”) 

Nor is this neglect of examination confined 
to the lower bowel. At the 1928 meeting of 
his State Medical Association, Dr. Logan 
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Fig. 1—(1) Sigmoidoscope; (2) Obturator for Sig- 
moidoscope; (3) Lighting Device; (4) Proctoscope, 
with Hub Attached; (5) Obturator for Proctoscope. 


Clendening, the celebrated internist of Kansas 
City, said that, on the previous day, he had a 
man in his clinic who had consulted seven 
doctors for heart disease. Told to remove his 
shirt and undershirt and asked how many of 
the doctors he had consulted had required 
this, he replied, “One.” 

So too, at the 1932 session of the French 
Congress on Urology, one of the speakers 
(F. Cathelin) referred sarcastically to two 
men recently seen, who had suffered for years 
from large stones (measuring nearly three 
inches) in the bladder, yet in all this time, 
neither the family physician nor several con- 
sultants had detected them. Treatment had 
been advised for prostatic enlargement, which 
was not present in either subject. 

It is notorious that rectal cancer is often 
very insidious in its manifestations, and no 
better example of this can be found than the 
one related by the Parisian gastroenterologist, 
Bensaude. Wishing to demonstrate procto- 
scopy, a patient was referred from his ward 
who had merely complained of a few dys- 
peptic symptoms, with some slight bleeding. 
Bensaude made due apologies to the class of 
students for not having a more instructive 
case and, proceeding with his examination, 
was astonished to discover a cancer about 
five inches above the anus, which had been 
entirely unsuspected. 

As just stated, most rectal cancers are 
within reach of the finger. To corroborate 
the nature of any suspicious mass which is 
palpated, one should use a proctoscope; then 
a sigmoidscope. An English surgeon has well 
described the sigmoidoscope as “an elongated 
finger fitted with a human eye.” 


For some years I have been working on 
what I believe to be improved models of in- 
struments for examination of the anus, rectum 
and the sigmoid flexure. These will be re 
ferred to as Units “A” and “B” for identifica- 
tion. They are all tapered to facilitate intro- 
duction and withdrawal of obturator, as well 
as to afford more efficient illumination. 
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Unit “A” 

Unit “A” (See Fig. 1) comprises a procto- 
scope six inches in length, and a sigmoido- 
scope twelve inches in length, both of which 
are flanged at either end. They are made of 
brass and come in three sizes, small, medium 
and large. The distal end is flanged, both 
externally and internally, to protect the 
mucosa during introduction and instrumenta- 
tion. This flange also makes possible the 
smooth and painless passage of the instrument 
past the rectal valves, folds of the sigmoid- 
colon and neoplasms, without inflating the 
bowel. 


The proximal end has a_ funnel-shaped 
flange one inch deep. Its inner opening is 
the same diameter as the tube from which the 
particular instrument is made. The outer 
opening is 134 inch in diameter, which large 
aperture greatly increases visibility, so valu- 
able in making a diagnosis. Its roominess 
makes topical applications to diseased parts 
extremely simple, and many other procedures 
are more readily accomplished. 


A suitable flange-like hub (234 inches wide) 
is provided for the reception of all these in- 
struments. Its size makes them easy to 
handle, introduce and manipulate. It is 
mounted with a retention thumb-screw and 
key for holding them in position. They can 
readily and easily be detached from the hub 
for sterilization. It also has a friction socket 
for the accommodation of the lighting device. 


The lighting device is provided with a fric- 
tion post, in the eye of which is the thick- 
slotted insulating member. It furnishes a 
bearing for an arm-like member, on one end 
of which are two sockets for the reception of 
the lens-end lamps, of stock type, for illumina- 
tion. The thumb-screw, in the hexagon-shaped 
eye of the friction post, can be tightened for 
frictional adjustment of the arm-like member 
when moving lamps in or out of the field of 
vision, or by further tightening to provide for 
fixed adjustment. The frictional post also 
permits of additional adjustment by rotary 
movement. 


Maximum effectiveness for lighting can be 
had without the lighting attachment. A re- 
flected light from a head mirror will furnish 
abundant illumination and offer a ready solu- 
tion where there is no battery or house cur- 
rent rheostat equipment. The tapering form 
of the instrument, with the funnel-like flange 
at the proximal end, contributes measurably 
to the success of this mode of illumination. 


Unit “B” (Periscopic) 

Unit “B” (See Fig. 2) is composed of three 
instruments: an anoscope (4 inches long); 
a proctoscope (6 inches long); and a sigmoido- 
scope (12 inches long). They are all flanged 
at the proximal end and blunt at the distal 
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end, to protect the tissues. They are manu- 
factured of Pyrex glass, 1/16 inch thick, and 
made in three sizes, small, medium and large. 


Fig. 2.—(1) Sigmoidoscope; (2) Obturator for Sig- 
moidoscope; (3) Anoscope; (4) Proctoscope; (5) Obtu- 
rator for Proctoscope; (6) Lighting Device; (7) 
Mirror of Laryngoscopic Type. 


The anoscope has no obturator, while the 
proctoscope and sigmoidoscope each has one, 
mounted at the distal end with a detachable 
rubber tip, for introduction and sterilization. 
The proximal end of these obturators has a 
rubber disk flange to protect the glass instru- 
ments against breakage. The proximal flange, 
which has a flat surface on its rim to prevent 
rolling when laid down, also furnishes means 
for anchoring the lighting device and sim- 
plifies handling. 

There are marked points of difference be- 
tween the anoscope in this group and those 
of the ordinary type. This instrument has a 
fenestrum 5 inch wide, extending the entire 
length; the edges are made blunt, to protect 
tissues during introduction, rotation and with- 
drawal. Because of these blunt edges, it can 
be rotated while in position, with little or no 
discomfort. Should there be any complaint, 
this can be overcome by inserting the finger 
into the instrument and lifting the tissues up 
to the outside diameter, when it can be rotated 
with as much ease and comfort as the surgeon 
has a right to expect, without pinching or 
tearing the mucosa. The distal end is de- 
cidedly pointed, to make introduction easy 
without an obturator. 

This instrument was specifically designed 
for the treatment of hemorrhoids by injections 
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and the electric current method. It is ideal 
for this purpose, because it is dielectric as 
well as free from windows and slides to be 
opened or removed and because a great beam 
of light can be thrown directly on the opera- 
tive field. 


The lighting member is made up of a clamp- 
ing device, to which is attached a one- 
direction hinged arm, mounted on one end 
with sockets for lens-end lamps of the usual 
stock type. The rubber sleeves on the clamp 
protect the Pyrex glass flanges from breakage 
and insure permanent position. The hinge 
permits adjustment of the lamps so that light 
will be concentrated on the field to be either 
examined or treated. The lighting device is 
readily moved into and out of position on the 
flange, for accurate observation and diagnosis, 
while the instrument is stationary. 


A laryngoscopic mirror of an adjustable 
tilting type may be used in conjunction with 
these instruments, for more accurate and ex- 
tended examination of the anal canal, rectum 
and sigmoid-colon. The mirror is passed into 
the instrument as high as is desired, and then 
swept around the bowel to note the pathosis 
(if present) of the tissues. It may be neces- 
sary to move the lighting device to different 
positions on the flange to secure the best 
possible exposure. 


Unit “B” instruments are transparent and 
the operator can, with the aid of the mirror, 
observe the state of the bowel throughout 
the entire length of the instrument. Liquid 
feces and detritus can be readily removed 
with an ordinary aspirator or pledgets of 
cotton on an applicator, without soiling the 
light. Because they are made of glass they 
become almost indispensable when treating 
with electric current. Lastly, they are readily 
cleaned and sterilized by heat. 


These instruments were designed and made 
by me several years ago. I have used no 
others during the interim. They have met 
every indication for which they were origin- 
ally intended, and I believe that they will 
prove useful and satisfactory to every special- 
izing proctologist and all practitioners of 
ambulant proctology. They are presented 
to the profession with the hope that they 
may prove of practical service. 


31 N. State St. 
e- 





COMMUNIST 


PROPAGANDA 


Much of the Communistic propaganda has been designed to appeal to 
the ignorant and the immature. Unfortunately, the educated are prone to 
measure human reaction by that of their own intellect. . . . The majority 


of human beings are abysmally ignorant. 


Propaganda, written by an 


ignorant man, does not seem puerile to those who are equally ignorant. 
Further, ignorance does not imply lack of cleverness, and most Red propa- 


ganda has been clever enough to 


contain at least one reasonable and 


appealing idea, to help carry the more radical items.—Lr. Cot. RICHARD 


Stockton, VI, in “Inevitable War.” 
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Ulcerative Colitis* 


BARGEN, of the Mayo Clinic, says that a 
history of months or years of recurrent 
and intermittent attacks of bloody, purulent 
rectal discharges, with day and night fre- 
quency about equal, gradual progression, 
general depletion, and finally chronic invalid- 
ism, indicates chronic ulcerative colitis or 
socalled colitis ulcerosa gravis. In about half 
of the cases the disease begins as an acute 
illness, with fever and all other signs of 
sepsis, but even these cases, if they survive, 
gradually progress to the chronic state. 

In chronic ulcerative colitis there is a char- 
acteristic rectal discharge, consisting pre- 
dominantly of pus, mixed or streaked with 
blood and mucus; or there may be large clots 
of blood, and rectal gushes of liquid, bloody 
material. The stool may be mixed with these 
discharges as their lesser portion or, as in 
the cases in which only the distal portion of 
the intestine is involved, the stool may con- 
sist of scybalous masses, discharged separately 
from the purulent material or mixed with it 
and passed with some difficulty. Microscopic- 
ally, a vast predominance of polymorphonu- 
clear leukocytes and of streptococcus forms 
of bacteria will be found. 

In chronic ulcerative colitis the proctoscope 
gives the most positive diagnostic data. The 
easily-bleeding, granular, diffusely inflamed 
mucous membrane is characteristic. Diffuse 
involvement is pathognomonic. There is no 
place in the mucosa which is not affected. 
Early, there are seen hyperemia and edema; 
then miliary abscesses are followed by mili- 
ary ulcers. Later, by pressure necrosis or 
confluence of ulcers, the larger, socalled sec- 
ondary ulcers develop. This diffuse involve- 
ment includes, not only the mucosa, but 
rather the entire wall of that portion of the 
large intestine which is involved in the in- 
flammatory process. This, then, readily ex- 
plains the roentgenologic picture. A diffusely 
narrowed, foreshortened, nonhaustrated colon 
results. 

As in other chronic infectious lesions, such 
as tuberculosis of the lungs, rest of the in- 
volved parts is important. For this reason 
colonic irrigations are rarely indicated. 
Bodily rest is important, but this does not 
necessarily imply rest in bed. After the septic 
phase with fever has subsided, restful recre- 
ation and ambulation are indicated. Occupa- 
tional therapy is very desirable. 

Supportive measures, including opiates, oc- 
casionally abdominal stupes, hemostatics, tinc- 
ture of iodine by mouth, powders such as 


*Med. Bul. Veterans’ Administration, July, 1934. 
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bismuth, and other simple measures may be 
employed in selected cases. 

Dietary regulation is of utmost importance. 
A large variety of easily assimilated foods of 
high caloric value are indicated. In just what 
order and with what rapidity and urgency 
the various foods should be offered is a mat- 
ter of individual taste. In the less depleted 
patients, urging them to eat may suffice. In 
the more severe cases the problem of feeding 
often becomes the most serious one with 
which the physician has to deal. Once the 
active infectious process has sufficiently sub- 
sided, a dietary program should be instituted. 
It is well to begin with a basic diet of 2,000 
calories, adding definite things from day to 
day, so that, when there is average response 
to treatment, the patient will be served 3,000 
calories of low-residue and high-calorie foods 
by the twentieth day. 

Probably the most important part of the 
treatment is the liberal administration of 
their specific antibody solution (concentrated 
serum), prepared by immunizing horses with 
many strains of the diplostreptococcus iso- 
lated from patients with chronic ulcerative 
colitis. This is begun at once after admission. 
Meanwhile, cultures of the rectal ulcers are 
carried out and, as improvement occurs, the 
patient is returned to his home physician for 
him to administer the autogenous vaccine, 
made from his individual diplostreptococcus. 
This must be continued for months, with pe- 
riods of alternating rest and active treatment. 
As soon as the patient’s condition warrants, 
all distant foci of infection, such as abscessed 
teeth and tonsils, should be removed. 

Once the disease is controlled, the problem 
is not solved. The very nature of the disease 
suggests its tendency to relapse. Hence it be- 
hooves us to do everything possible to avoid 
exacerbations of trouble. In an effort to do 
this, Bargen studied the causes of recurrences 
in 209 patients observed over a period of 
years. Fifty-seven (57) percent of the total 
had relapses following upper respiratory in- 
fections; 13 percent had relapses after gastro- 
intestinal trauma, including overeating, drink- 
ing of alcohol, drastic cathartics and bowel 
manipulations. Other sporadic causes of re- 
currences were the removal of foci of infec- 
tion, overdose of vaccine, pregnancy, etc. 
Relapses occurred in about the same ratio 
and from the same causes in patients who 
had been ileostomized. 

Periodic administration of the diplostrepto- 
coccus vaccine, even during periods of re- 
mission, has greatly reduced the incidence of 
exacerbations of the colitis. 

W. A. H. 
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Anesthesia of the Rectum and 
Sigmoid* 

[™ a major surgical operation, acceleration of 

its performance is realized by teamwork 
between surgeon and anesthetist. The anes- 
thetic employed and the anesthetist who gives 
it are of paramount importance. One wishes 
to have relaxation of muscles, a blood pres- 
sure which is recorded and maintained, stim- 
ulants given when necessary, and all the time 
a watchfulness needed for a complete per- 
formance of one’s plan, without hindrance. 

The anesthetist must have an almost critical 
knowledge of the patient’s physical state. He 
should have a part in determining the pre- 
operative care and in the administration of 
sedatives. 

In the operation (the abdomino-perineal 
method of Ernest Miles) for removal of the 
rectum, anesthesia is induced by injecting 
200 mg. of procaine, dissolved in 3 cc. of 
spinal fluid. If the spinal anesthetic does not 
last sufficiently long for the abdominal part 
of the operation, nitrous oxide and oxygen, 
together with ether, must be administered, 
in conjunction. The abdominal part of the 
operation being finished, the ether is discarded 
and the coccyx removed. When this is done 
it is very easy to insert a needle through the 
sacral hiatus and so give a caudal anesthesia. 
The perineal part of the operation can easily 
be finished in this way. 

There is a great difference between the 
effects of any form of local and general anes- 
thesia, but I believe that, except for physical 
reasons, inhalation anesthesia is doomed to be 
discarded. The intravenous route for obtain- 
ing a generalized effect of an anesthetic drug 
is the most direct and uniform, but such has 
not, as yet, been completely accepted. The 
method of anesthesia, as described, has, in my 
hands, reduced surgical shock to a minimum. 

Monrtacue S. Wotre, M.D. 

San Francisco, Calif. 


—— 


Constipation Due to Ano-Rectal 
Lesions 


T= rectal and anal lesions causing consti- 
pation are mostly those where the patient 
dreads bleeding or pain, spastic sphincters 
outnumbering all others. One of the chief 
causes of constipation is failure to develop a 
stool habit—Dr. Detmer L. Davis, in J. Am. 
Coll. Proct., Aug., 1935. 


*Cur. Res. in Anesth. and Analg., Mar.-Apr., 1935. 
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Colostomy* 


G BALL we colostomize or temporize? is a 
question that often demands an answer 
from everyone doing proctologic work. 

According to Gabriel, of St. Mark’s, the 
chief value of colostomy in malignant disease 
of the colon and rectum is the relief of ob- 
struction and other symptoms. The improve 
ment following colostomy varies greatly with 
different patients and the character, extent 
and location of the tumor. In most cases, 
after operation there is a temporary but 
definite improvement, both locally and sys- 
temically. This improvement is much more 
appreciable if the operation is done when the 
patient’s recuperative powers are still rea- 
sonably good. At a later date and stage, the 
operative risk is greatly increased. 

In a series of 500 cases of palliative colos- 
tomy for inoperable rectal cancer, done in St. 
Mark’s in the past twenty-four years, the 
operative mortality was 67, or 13.4 percent. 
In a series of 470 cases considered operable 
there was an operative mortality of only 12, 
or 2.5 percent. Of the inoperable colostomies, 
more than 50 percent died within twelve 
months. 

This large and illuminating series seems to 
show that an early colostomy in inoperable 
cancer will enable the patient to live longer 
and better than if the operation is postponed 
until obstruction is imminent or present. 

W. A. H. 


Look for FACTS AND COMMENTS among 
the advertising pages at the back. 
—_—_—_—_————— 


Postoperative Pain 


‘7 ee (“Trans. Am. Proct. Soc.,” 1933) 

says: “Much postoperative pain is due to the 
fact that the operator has not made provision 
for complete surgical drainage. Whenever a 
patient suffers more than 24 hours, I am sure 
that a complete and satisfactory operation has 


not been done. It usually means that an in- 
fected crypt or sinus leading downward from 
it has been overlooked. Traumatism during 
operation causes an acute flareup of the in- 
fection, with resulting swelling, edema and 
pain.” 

eo 


CuirnicaL MepicInE AND Surcery is to the 
physician as the blood to the human body. 
No progressing physician could be without 
“C. M. & S.”—A. A. G., Michigan. 


*Brit. J. Surg., Vol. XXII, No. 87, 1935. 


i cceameniedataenee 


IT IS MORE BLESSED TO GIVE THAN TO RECEIVE 


If you are satisfied with your success in treating coccydynia, write the 
Editor of this Department and give a brief detailed description of your 
technic and results, that we may pass it on to the profession. 
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Medical Economics 
By Orville Harry Brown, M.D., Ph.D., F.A.C.P., Phoenix, Ariz. 


|X studying the question of changes in med- 

ical practice, including remuneration of 
physicians, the welfare of the patients and of 
the public generally is of first consideration. 

There are certain fundamentals to the prob- 
lem: The cost of sickness is overwhelmingly 
great for a considerable portion of the popu- 
lation. Civilization uniformly holds that the 
health of every individual is of public con- 
cern and responsibility, especially in so far 
as one’s malady may be disseminated to 
others; medical science should be available, 
with all its advancements, to any and all 
strata of society and in the most inaccessible 
areas. 

It seems axiomatic that the general prac- 
titioner is the hub of the wheel, especially in 
therapy and often in prevention of disease 
and in hygiene and sanitation; the consultants 
are the spokes to be frequently and easily 
contacted and used. 

There is an unmistakable demand that 
there be changes in the present system of 
medical economics so that all persons, irre- 
spective of financial status, may have such 
medical attention as is necessary to prevent 
preventable disease, to cure as speedily as 
possible all curable disease and to alleviate to 
a maximum all non-curable disease. That 
there will be change is proved by the changes 
which have relatively recently taken place. 
Vast numbers of the World War veterans, 
though handsomely pensioned and often 
financially independent, are given free medi- 
cal care; schools have physicians; industries 
have surgeons; the Sheppard-Towner law has 
provided for work in the field of infant mor- 
tality; sanitation and the care of tuberculosis 
and insanity have long been government 
functions; health and accident insurance are 
available to those who can pay for it; there 
are various cooperative associations, lodges, 
etc., providing medical care; in 1931, 73 per- 
cent of hospital beds were provided by Gov- 
ernment agencies. 

The demands for changes are being voiced, 
in the main, by various sociologists, philan- 
thropists and politicians. It is impossible to 
ascertain just how widespread is the demand. 
Whether any of the demands actually come 


from a medically neglected public or not is 
problematic. It is probable that the demands 
are being made chiefly by certain altruistic 
individuals, who see that certain people are 
not getting the medical attention which they 
should have and deserve, and by certain 
selfish individuals who see the rich field for 
graft that can be developed by a system of 
socialized medicine. 


The changes demanded do not have to do 
with the kind of medical attention attainable, 
for so far as I have read, there is no demand 
that quacks and others now making a “racket” 
of the healing art be eliminated. Group pay- 
ment instead of individual payment of physi- 
cians seems to be the essence of what is 
demanded. 


Physicians would probably have no objec- 
tion to, in fact would certainly welcome, such 
a change, if there could be an assurance that 
there would be no abuses of the public or of 
the profession. 


In Favor of State Medicine 

Those who argue loudly, and often sar- 
castically, for a change, say that even in pros- 
perous times, many hundreds of thousands 
needing medical attention do not have it; mil- 
lions need dental work and do not get it; less 
than seven percent of our population have 
even partial physical examinations each year; 
the shocking conditions disclosed by the ex- 
aminations of the drafted men for the World 
War prove that universal examinations and 
advice based thereon are needed; less than 
five percent of the population are immunized 
against diseases that may be successfully in- 
oculated against; those who have the most 
illness are the least able to pay; notwith- 
standing that thousands of cases of home ill- 
ness would do better if hospitalized, only one 
of three of the beds in private hospitals has 
been regularly occupied; illness is unpredict- 
able and it comes often as a calamity; a 
family with nothing or next to nothing in the 
budget or in reserve to pay for sickness may 
have a child, or perhaps the wage earner be 
desperately ill for months or even years; an 
insurance fund should pay for the proper 
care for such calamitous illnesses, just as an 
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insurance fund may pay for the loss of the 
wage earner in case of his death or for the 
loss of a business in case of a fire or cyclone; 
reform comes often from without; economists 
rather than bankers had to write and push 
through the Federal Reserve Banking system, 
for bankers were the last to act, and now 
the bankers could not be persuaded to do 
without the system. 


Thus it has been with numerous groups; 
the legal profession will have to have 
outside help to get the changes needed in the 
practice of jurisprudence; the medical profes- 
sion is in the same boat, but the changes 
must come; when they have come, the medi- 
cal profession will never be persuaded to go 
back to the present archaic system; a large 
proportion of the medical men are not being 
adequately remunerated and the proper 
change would rectify this; medical men have 
the erroneous attitude that none but medical 
men should have any say as to the changes 
that may come, whereas the paying public 
should have the say; the medical profession 
has sufficient to do to see that the highest 
grade of scientific medicine is practiced; in 
the countries where the change to group 
payment in place of individual compensation 
has actually been brought about, not one doc- 
tor in a thousand wishes to go back to a 
former system; a large amount of medical 
work has already been appropriated by the 
state or by the nation (73 percent of the hos- 
pital beds in the United States, in 1931, were 
supplied by public funds); the acquisition of 
medical work by our governments so far has 
been chiefly without definite planning on the 
part of the medical profession; the steps from 
now on should at least be guided by or- 
ganized medicine; any other program is fatal 
or at least dangerous; the arguments used 
against State Medicine by its opponents are 
weak; the American Medical Association is 
unduly antagonistic. These and other state- 
ments are being made by those who favor 
changes in our medical economics—to in- 
surance, savings, socialized medicine, State 
Medicine, or whatnot. 


Opposed to State Medicine 

The opponents to socalled State Medicine 
and to steps in that direction say: Going 
further than the present setup means, event- 
ually, complete socialization of medical prac- 
tice; if the wealthy have to pay the medical 
bills of the poor, they will demand to have 
rates as low as those given the poor, and this 
may best result from State Medicine for all 
classes; politics will enter into the adminis- 
tration of the funds and have markedly un- 
toward influences upon the actual treatment 
of cases; the sums paid medical men will be 
squeezed so that there may be much for 
politicians; corruption in the handling of the 
vast sums is certain to prevail; free choice 
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of physicians will be done away with; com 
peting organizations will solicit for patients 
and will carry on, from the standpoint of 
public welfare, other highly unethical and 
altogether undesirable practices; there is 
likely to be a lack of interest on the part of 
physicians, and hence a deterioration in the 
type of medical work performed; patients will 
suspect physicians of being shiftless and care- 
less; marked disturbance of that necessary 
cordial, understanding relationship between 
patient and physician is certain to result; 
staff members and “outside” physicians will 
be in constant conflict; the dignity and in- 
dividuality of the physician will be harmfully 
affected; the insuring organizations will con- 
trol the medical profession and will reduce 
its members to the position of employees, 
managed and directed by the insuring com- 
panies; unwarranted demands for medical 
attention and for hospitalization will be com- 
mon; physicians will be over-suspicious of 
ulterior motives in their patients; the schemes 
already proposed do not take into considera- 
tion the care of epidemics, chronic illnesses 
and the incapacities of advanced years; there 
will be a general disorganization of organized 
medicine and frustration of general plans for 
improving medical practice and _ scientific 
medicine in general; a change will come in 
the psychology of patients, because so much 
attention will be given to sickness that every 
little indisposition, which afflicts even those 
generally in the best of health and which are 
the worse for treatment, will be magnified 
into something worth a visit to a physician; 
because, if patients become unduly suspicious 
of the physicians, there is the danger that 
cultists and quacks in general will thrive 
even more than at present and will cost the 
public more (this has actually happened in 
certain lands). 


Under certain systems, physicians are 
forced to do detective and other police duty; 
physician control of the insuring organiza- 
tion is possible but improbable; the Interna- 
tional Labor organization is a powerful propa- 
gandist for compulsory sickness insurance; if 
compulsory sickness insurance is once a 
going concern, no matter how miserable its 
administration and results, political rings will 
have such control that repeal of it will be im- 
possible; morbidity risks vary so greatly that 
morbidity tables, on which to predict the 
costs of treatments, are impossible to con- 
struct and the variations are often due to 
the effects of economic and industrial situa- 
tions and changes upon the emotions and de- 
sires of the insured, rather than to recognized 
pathologic changes; mortality rates have not 
been reduced by insurance schemes in any 
country where they have been or are in effect. 

The concluding paragraph of the April, 
1934, American Medical Association Bulletin, 





Oct., 1935 


on “A Critical Analysis of Sickness Insur- 
ance,” reads as follows: “All this does not 
prove that there is no need for appropriate 
arrangements to assist low-income classes in 
meeting the unequal burden of medical care, 
but the facts cited do seem to justify the 
conclusion that all schemes developed by lay- 
men, from patterns formed by industrial and 
commercial environment, have made small 
contributions to the solution of that problem. 
Whatever progress has been made toward a 
solution has been made through the efforts of 
professional associations and generally through 
a bitter fight with lay administrators.” 


Conclusions 


A study of the literature on the subject of 
sickness insurance leads one to several con- 
clusions: 


1.—There is not the dire need in this coun- 
try for illness insurance that has existed in 
other nations, because the people in the lowest 
income groups have medical attention far 
superior to that of the lower classes in the 
countries where and when insurance schemes 
were inaugurated; nevertheless, the medical 
attention given a considerable part of our 
population is far from ideal, or the financial 
burden falls too heavily either on them or on 
physicians, who are often left “holding sacks” 
for large medical bills. 

2.—Illness often strikes with catastrophic 


NOTES AND 


Personal Experience with Health 
Insurance 


A health insurance schemes operate to 
make physicians into mass-production 
machines, turning out standardized treatment 
to patients. Every patient is an individual 
medical problem. Health insurance cheats 
both the patient and the doctor. In the 
name of trying to advance human welfare, 
such measures actually retard progress. I 
know from experience with the actual reality, 
in Austria, that, no matter how rosy the 
picture of ideal care for the poor that is 
presented by such schemes for health insur- 
ance, in practice they do not work. They 
cannot work, because they fail to take account 
of factors in human relations which are in- 
dispensable to the practice of the healing art. 

No physician is capable of properly treating 
the large number of patients sent him under 
health insurance, so he is forced to evolve 
some mass-production plan of operating his 
office to run people through his mill as fast 
as possible. A quick look, a stock prescrip- 
tion, a pat on the back, and out of the door. 

The “rush” system of handling patients is 
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seriousness and families deserve to have their 
burden shared, as is done in ordinary insur- 
ance against other and often less serious 
catastrophies. 

3.—Some sort of scheme can be worked out 
that would be practical; but whatever the 
plan, organized medicine must have every 
consideration in its management. 

4—Physicians must not be placed in the 
position of being mere hirelings of lay or- 
ganizations, and patients must have free 
choice of physicians, except where too great 
hardship is worked upon the remuneration 
funds or upon physicians. 

5.—The patients should pay a certain pro- 
portion of the charges which they engender 
for services, drugs and other supplies, and a 
definite limitation must be set on the income 
group which is insurable; above a certain in- 
come the insurance should not be available; 
below this income the insurance should be 
compulsory. 

6.—Sickness and accident indemnity in no 
wise must be associated with the scheme of 
illness insurance. 

One suggestion seems worthwhile: Were 
all our people paid adequate wages and as- 
sured of regular work, would not the prob- 
lem of paying for sickness have a near solu- 
tion, without the dangerous, irreversible step 
of compulsory sickness insurance? 

Professional Bldg. 


BSTRACTS 


inevitable. When the technic of getting them 
in and out fast enough is perfected, the doctor 
begins to lose that intangible “something” 
which is vital to both himself and his patient 
—his morale. I do not know any doctor who 
remained long at this sort of practice in 
Austria who did not become hardened. A 
doctor’s personal interest in his patient is 
essential. The response he makes emotion- 
ally to the trust reposed in him is important. 
If the patient comes to the doctor because 
of confidence in him, and not merely because 
he is an insurance doctor, interest and insight 
are quickened. Mutual free choice is basic 
to good medical care. 

Every person’s capacity to expand emotion- 
ally, and to sustain a confidential relationship, 
is limited. A physician may be able to main- 
tain a keen mental activity while examining 
a few cases a day, but after his limit is 
reached, the pewer to sustain the faculties on 
a high plane wanes, until, finally, when the 
last case of a long line is reached, the patient 
becomes merely a serial number on a piece 
of paper. Health insurance forces on the doc- 
tor an utterly impossible human task—to sus- 
tain a genuine personal interest in all the in- 
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dividuals of a miscellaneous crowd at his door. 

The insurance doctor does the best he can, 
but patients suspect they would get better 
attention if they came to him during his pri- 
vate office hours, when he could give them 
more time. This is a distinct and definite 
injury to the character of the physician. He 
must hurry through his insurance patients so 
that he can have plenty of his best self left 
to take care of his private patients. This is a 
corrupting influence. He knows he has not 
lived up to the highest tenets of his profes- 
sion, to give his best to every patient who 
comes to him. He has been forced, by cir- 
cumstances enacted by a law, to do less than 
his best by some of his patients, and even his 
best with the few who see him privately 
gradually becomes not so good as it was once. 

Nobody who has not seen such schemes in 
practice, as I have, can realize how odius 
they are. They destroy everything that makes 
the healing art effective. A new face comes 
between the doctor and the patient, that of 
an inspector or supervising physician, or an 
insurance bureau bookkeeper, questioning 
this and that particular, without the intimate 
understanding derived from having seen and 
known the patient. At best, the real patient, 
the one for whom the mass production doctor 
is working, whom he must please if he is 
to live, is not the sick man, but an adding 
machine in the office of a bureaucrat who 
pays the fees out of an insurance fund. This 
man doesn’t care whether the patient lives 
or dies, only how much he costs the fund; 
and his influence is exerted only in the di- 
rection of economy and other externals. 

Supervisors are needed in health insurance 
organizations. A good controller or supervisor, 
who brings in many complaints against doc- 
tors, is a good supervisor. He is headed for 
promotion, because medical practice has now 
become a business instead of a profession. 
Thus do we destroy a truly healing relation- 
ship, of which trust and confidence are the 
basis, and substitute a chain-store, cut-rate 
imitation, which corrodes curative values 
needed to heal the sick. 

The system which we now have in the 
United States is not perfect. But I know 
from personal experience that the conditions 
imposed by health insurance are far worse. 
Health insurance is a type of socialized medi- 
cine. It is impossible to socialize the doctor 
unless the business man, the banker and the 
lawyer are socialized, too. Until the time 
comes, if it ever does come, when we have 
communism .or some form of collectivism, 
health insurance simply will not work. 
Though it applies only to thé™lower income 
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groups, those groups will always feel that 
they are getting less than they ought to get, 
even if the doctors are men of quality, hav- 
ing lucrative private practices in addition to 
their insurance practice. Like all half-way 
measures, it will fail, despite the well-mean- 
ing altruism of those who sponsor such leg- 
islation. They do not realize, as the physi- 
cian does, who has practiced under such a 
system, how destructive it is to quality in 
medical care. 

Letters which have come to me recently 
from former patients in Austria, state that 
conditions are no better now than when I left 
five years ago, but are worse, if anything. 

Jacop L. Moreno, M.D. 

New York City. 


a 
Get all you pay for. Read and use the ads. 
e— 


Cooperation vs. Criticism 


N article, “Corporation Medical Service in 
Chicago,” by Dr. N. S. Zeitlin, appeared 
in the July issue of CimicaL MEDICINE AND 
Surcery, on page 352. In the last paragraph 
was the statement, “If our leaders are cour- 
ageous, if they have the foresight that leaders 
should have, they will not be caught asleep 
and awaken too late.” Presumably Dr. 
Zeitlin refers to officers of the Chicago Med- 
ical Society when he speaks of “our leaders.” 
If the members who write such articles 
would give a fraction of the time they spend 
in criticizing its officers to really attempting 
to do something for the Chicago Medical 
Society, or even to finding out what it is 
attempting to do for them, the Society would 
be in better condition. The officers are giv- 
ing a great deal of time for the good of the 
Society, and to condemn them as being asleep 
or lacking in foresight merely because they 
are unable to prevent the establishment and 
operation of advertising clinics like the Pub- 
lic Health Institute and the United Medical 
Service is unjust. 

If Dr. Zeitlin and the class of members he 
represents have any plans for preventing the 
establishment of such institutions or for put- 
ting them out of business after they are 
established, undoubtedly the officers of the 
Society would greatly appreciate their counsel. 

James H. Hutton, M.D., F.A.C.P. 

Chicago, I]. 


[Once again, these comments, though local 
in form, are universal in application and are 
pertinent for any medical society.—Eb.] 
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THE CAUSE OF SORROW 


The cause of sorrow lies in ourselves and not in the universe; it lies in 
our ignorance and not in the nature of things——ANNIE BESANT. 
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"A MONTHLY POSTGRADUATE COURSE" 
ie 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 


problems submitted. 


Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 8 (Medical) 


Presented by Dr. C. H. Kennedy, 
Fort Smith, Ark. 


(See Cir. Mep. ann Surc., Aug., 1935, p. 402) 


[2 SCAPITULATION : A boy of 4 years, when 
first seen, on Oct. 15, complained of very 
severe pain in the occiput, neck and spine. 
He had a heavily coated tongue; some 
tympanites; an axillary temperature of 102° 
F.; pulse, 160; exaggerated knee jerks; and 
he vomited. 

The next day the symptoms were exag- 
gerated; Kernig’s sign was present; and his 


head was drawn back, but not in opistho- 
tonus; and the spinal fluid was cloudy with 


pus and under pressure, but sterile. Anti- 
meningococcus serum was injected intra- 
spinally. The urine showed much albumin, 
but no casts. 

His condition improved, but on Oct. 24 he 
had a severe chill, followed by high fever, but 
with no return of the headache. The next 
day he felt better. On Oct. 26 and Nov. 1 
and 3, a similar sequence of events occurred. 

Requirement: Suggest diagnosis and treat- 
ment, giving reasons. 


Discussion by Dr. John Clark, 
Longton, Kans. 

There are several points that we should 
have in this case before a rational diagnosis 
can be made. The first of these is a full 
history of the beginning signs in this case. 
A dry brown tongue does not come out of 
a clear sky. The same can be said for the 
vomiting, throat irritation and the chief com- 
plaint, headache. Just when did these signs 
come on? His mother was dead, but there 
should have been somebody there who could 
have given this information. 

There are several conditions in the head 
that could give the picture we get here. There 
are signs of meningeal involvement, without 
question. We find nothing about the ear in 
the history. This silence may be intentional. 
Tuberculous meningitis, as a center in the 


meninges, is a most rare condition. There 
is usually a center outside the brain and this 
should be sought for with care. Being a 
child and a boy limits the other possible con- 
ditions here. 

Let us now glance at some of the interesting 
features laid down for us here. Was the doc- 
tor right in his diagnosis of meningitis? The 
chills and high, irregular fever, the brown 
tongue, headache, vomiting, Kernig’s sign, 
the increased flow of the spinal fluid with 
the cloudy appearance, and the improvement 
following antimeningococcus serum, go along 
with meningitis. In a rapid form, no bacteria 
are found in the spinal fluid. But there is 
an infection somewhere else in the body. Un- 
complicated meningitis is a rare condition. 

Is this condition tuberculous meningitis? 
Let us not forget that we have no history 
of the early signs in this case. We do not 
know if there was a focus involved outside 
the brain. In tuberculosis we would find a 
slow pulse, a diazo reaction and leukopenia— 
signs which we do not find in this case. 

From the ear area we could get a sinus 
thrombosis. The repeated chills, headache, 
vomiting, rapid pulse and high fever all point 
to this condition. The fact that he is a child 
favors an involvement of the brain from the 
ear. Too often the ear is overlooked as a 
cause for conditions resembling this case. 

Can this case be meningismus? The throat 
and nose seem to be clear. Typhoid fever, 
mumps, scarlet fever, or even influenza would 
give a picture different from the one before 
us. Yet in similar cases the spinal fluid 
flows under increased pressure, is turbid and 
contains cells. 

I hesitate to attempt a diagnosis in this 
case. It is perhaps clear to some, but not to 
me. Take the one injection of serum which 
the patient got. This, as I view the case, is 
the sane thing to do. Patients of this sort 
should be disturbed as little as possible. I 
am not in favor of large, repeated doses of 
serum. Serum is a foreign protein. It is 
more or less toxic and should be used with 
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caution. One injection would increase the 
phagocytes in the blood, and this is the chief 
use for the serum. Therefore, with this 
remission of the chills and fever and the 
improvement of the case, my provisional diag- 
nosis is meningismus. 


Discussion by Dr. J. LeRoy Roth, 
Conshohocken, Pa. 

T= prodromal symptoms are not mentioned; 

these are often overlooked for the reason 
that these cases seem often to have a sudden 
onset when, in fact, the prodromes may have 
extended over a period of a week or more, 
indicated as irritability, malaise, headache and 
a slight fever. The fact that the boy lived 
in a hut by the river indicated his poor en- 
vironment; and the condition existing in his 
family, poor attention. 

Among the clinical symptoms it is men- 
tioned that the boy was four years of age, 
and at this age we must think of basilar 
tuberculous meningitis. It is here found to 
be tuberculous; in the convexity, practically 
never. 

Even though there was a spinal tap, which 
had the characteristic pressure of tuberculous 
meningitis, and no tubercules were found, it 
must be remembered that this is a very diffi- 
cult laboratory procedure. 

Focal infection was not ruled out, as tuber- 
culosis elsewhere, or as otitis media, etc. 

As it was not mentioned whether the child 
survived the disease, the presumption is that 
he did not. The usual course of this form 
of meningitis is that of fatality. Only one 
case in my experience has recovered. 

Diagnosis: This case should be diagnosed 
as one of tuberculous meningitis at the base 
of the brain. 

Treatment: The rooms should be dark. All 
noise should be avoided. The food should 
be beef broth and milk. When the food can 
not be given by the mouth, then feeding 
should be done by a stomach tube through 
the nose. Rectal feeding may be resorted to. 

Medication: Aside from sedatives, the best 
drugs I know of are helleborus, iodine and 
iodoform; this latter drug to be given in 
doses of 1/100 gr. 


Solution by Dr. Kennedy 
WH the exception of laboratory exam- 
ination of the spinal fluid and urine 
analysis, the diagnosis and treatment had to 
be based on clinical symptoms, and shows 
how misleading these may sometimes be. 

There was no doubt of the existence of 
meningeal irritation, and the clinical aspect 
of the case, for the first two days, pointed 
positively to spinal meningitis. 

On finding the spinal fluid negative, and 
knowing some of the vagaries of malaria in 
this part of the country, I began to suspect 
that possibly malaria might be at the bottom 
of the whole thing, and accordingly put the 
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patient on cocoa-quinine, 8 grains daily. Under 
this treatment the symptoms were somewhat 
ameliorated, but not entirely cleared up, and 
there was some nausea occasioned by this 
form of quinine. I attributed the disappear- 
ance of the head and spinal symptoms largely 
to the release of the spinal pressure, but 
about this time the two severe periodic 
paroxysms appeared and I was more than 
ever impressed with the idea that it was 
malaria of the tertian type and so decided 
to put the child on heroic doses of quinine 
sulphate. I had 14 grains given daily, and 
by the fifth day of this heroic treatment all 
the severe symptoms had disappeared and 
there was a gradual and steady improvement 
in all the symptoms, with the exception of 
the two seizures of frontal headache, and the 
child is now well and strong again. 

I have seen typical symptoms of acute 
appendicitis, acute bowel obstruction, com- 
plete suppression of urine and hemiplegia, 
each as a cardinal symptom in proved cases 
of tertian malaria. 

I know there will be plenty of criticism 
regarding the meager amount of laboratory 
work done, but when we have little to work 
with we sometimes have to rely largely on 
clinical manifestations and do the best we 
can with what we have. My diagnosis, in 
the absence of laboratory proof, may be 
questioned, but if any one has a better diag- 
nosis I would like to hear it, and I am now 
wondering whether possibly malaria may not 
have been the cause of the death of this 
child’s mother. 

a 


Problem No. 10 (Medical) 


Presented by Dr. Chas. L. Nutzman, 
Harvard, Neb. 


si man, 21 years. old, whose family 
and personal history, as given, showed 
nothing of importance, had been in good 
health until February, 1934, when he sud- 
denly developed severe diarrhea (5 to 20 
watery stools a day), with marked lower 
abdominal pain and tenesmus. Rest in bed 
and treatment of unknown type, for 5 weeks, 
reduced the stools (semi-fluid) to 3 or 4 
daily, but the pain persisted. The stools were 
not examined for blood or mucus. 

I saw him on Sept. 21, 1934, with a re- 
currence of the former symptoms following 
the drinking of a few highballs the previous 
week. 

Physical Examination: The general exam- 
ination brought out nothing abnormal, ex- 
cept a slight systolic murmur at the apex of 
the heart. The abdomen was soft and flat; 
peristalsis, moderate; no masses; general 
tenderness, most marked in the lower left 
quadrant. The mucosa of the rectum was 

(Continued on page 518) 
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Treatment of Pneumonia 


HE discussion of pneumonia by Dr. Young, 

in “Notes and Abstracts” of Ciintcat Mep- 
ICINE AND SurcEerRy, February, 1935, page 97, 
prompts me to offer the following: 

From the time that the old Abbott-Alka- 
loidal Company began putting out granules 
of alkaloids, I have used in the treatment of 
pneumonia the granules Defervescent Com- 
pound No. 1*, together with the nuclein solu- 
tion tablet which is now extinct. It was my 
custom to order a three-ounce mixture, for 
an adult, containing 48 granules each of 
defervescent compound and nuclein solution, 
with directions to take one teaspoonful every 
2 hours. The only other medication was 
codeine, to control night-cough and to pro- 
duce sleep, if necessary. 

My method of handling these cases de- 
pended upon four cardinal principles: 


1—Absolute motionlessness. 

2.—Plenty of nourishing, soft food. 

3.—Eight hours of sleep out of 24. 

4—Last, but most important, plenty of 
fresh air, with the temperature of the room 
maintained between 65° and 70°F. 


It was my custom to have my patient on a 
cot and to have two rooms for his use. While 
the patient was in one room, with the tem- 
perature and exchange of air properly regu- 
lated, the other room was flushed out by hav- 
ing windows and doors wide open. He was 
moved from one room to the other every 
eight hours, the room into which he was 
moved having proper temperature, of course, 
and immediately on his entrance into the 
room he would fall into a quiet, peaceful 
sleep. 

During twenty years of general practice, 
I have lost only four cases of lobar-pneumonia. 
One of these was a woman sixty-eight years 
old, who had been sick four days when first 
seen and who lived only 36 hours. The next 
was a woman who was taken with a chill in 
Chicago, rode in a day coach to Montana and 
then out to the ranch, on a cold March morn- 
ing, and lived 24 hours after my first call. 
The third was a tuberculous individual; and 
the fourth was an individual ignorantly en- 
deavoring to combine Christian Science with 


*Aconitine hydrobromide, 1/800 gr.; digitalin, 1/60 
gr.; veratrine hydrochloride, 1/120 gr. 


my treatment. On Thanksgiving Day he 
sat up and ate his dinner—and died the next 
day. 

With this form of treatment I have seen the 
crisis in anywhere from 36 hours to 72 hours, 
and in only two or three instances, to the 
best of my recollection, has the crisis been de- 
ferred over three days. Recently I had two 
cases, both of which had the crisis at the end 
of 48 hours. In neither of these instances 
was I able to secure the proper conditions of 
air and temperature nor the proper nursing 
adjuvants. 

While the discovery of the different types 
of pneumonia and the production of serum 
for use in Types I and II, as worked out by 
Cole years ago, has probably proved the most 
effectual agency in reducing mortality, I 
have not seen any cases where I have con- 
sidered its use necessary. 

G. M. Russett, M.D. 

Billings, Mont. 


[There is no doubt that Dr. Russell’s four 
points of general management will go far in 
saving a pneumonia patient from the under- 
taker. The defervescent formula also works 
well, as we have reason to know. But we 
would give the nuclein solution hypoder- 
mically, 1 to 4 cc. every 2 to 6 hours, as re- 
quired. If that were not available, we would 
use Edwenil, Omnadin, Activin or any of the 
other non-specific proteins which we had on 
hand; or hydrochloric acid, 1:1,000 or 1:500, 
intravenously; or Armervenol or any other 
available non-specific, colloidal heavy metal 
that was readily available. Pneumonia serums 
are fine, in selected cases in city practice, but 
are not available to the average general prac- 
titioner, and, with the treatment here out- 
lined, will rarely be needed.—Eb.] 


Sexual Neuroses* 


PpSsrcaic diseases, sometimes so severe as 
to be wholly disabling, are so common that 
the average general practitioner sees them 
daily—if he has the knowledge and insight 
to recognize them. Many of these neuroses 
are of sexual origin. 


*Am. Med., July, 1935. 
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A sexual neurosis can present symptoms 
varying as widely as: severe pain and itching 
in the vagina; symptoms resembling those of 
gallstones; a feeling as if camphor had been 
rubbed on the forehead; painful micturition, 
accompanied by pain in the occiput; incapaci- 
tating pain in the right hand, with laryngitis. 

In treating functional diseases, it is most 
important to study the patient’s psychic life. 
Tactful handling will go far toward obtaining 
a complete history, which is all-important in 
establishing a proper diagnosis and treatment. 

ALLEN H. Moore, M.D. 

Doylestown, Pa. 


—_— —_-0o-——"—" 


Avertin as an Auxiliary Therapeu- 
tic Measure in Tetanus* 


ANESTHETICS have long been used in the 
treatment of the convulsions of tetanus. 
Chloroform and ether were frequently em- 
ployed, but their use is comparatively re- 
stricted as they are efficacious for short 
periods only. The use of narcotics is limited. 
The barbiturates are of much more value as, 
in the absence of severe organic lesions, they 
can be given over a considerable length of 
time. In the past ten years, Avertin has come 
into general use, and has been employed in 
tetanus. Recently reports have become more 
numerous in English, French and Italian 
literature, indicating the more general adop- 
tion of the procedure. 

Two cases of tetanus were treated with 
Avertin at the Children’s Memorial Hospital, 
Montreal. The first case was in a boy of 9 
years with a very grave infection. On ad- 
mission, lumbar puncture was performed and 
at the same time 2.1 Gm. of Avertin was ad- 
ministered. About four hours later a second 
injection of 13 Gm. was given. When the 
effect of this wore off, the child became rest- 
less, extremely severe generalized convul- 
sions occurred and he succumbed, eleven 
hours after admission. During this time he 
received 15,000, 25,000 and 5,000 units of 
tetanus antitoxin. 

In the second case, an 8-year-old girl, 5,000 
units of antitetanus serum were given in- 
traspinally and 20,000 units, intravenously. The 
following day 10,000 units were given intra- 
muscularly. After the spinal puncture, 2.4 
Gm. of Avertin was given rectally. When 
the patient began to recover from one in- 
stillation of the drug, another was given, 
continuously for six days, a total 19.2 Gm. 
being administered. 

In retrospect, it would have been wiser in 
the first case to have been more courageous 
in the dose of Avertin. In the second case 
the energetic and continuous use of this drug 
contributed greatly to the ultimate recovery. 
While Avertin does not replace the use of 


“eCaned. M. A. J., Apr., 1935. 
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antitoxin, it markedly decreases the mortality 
and, from the patient’s standpoint, is more 
humane ‘than any other method employed. 
Until a better drug is discovered it should 
form part of the recognized treatment. 
H. S. Mrrcnetzt, M.D. 
Montreal, Can. 


Calcium Gluconate in “Black 
Widow" Spider Bites 


Ai instantaneous and spectacular re- 
lief of the frequently agonizing (but 
rarely fatal) symptoms following the bite of 
a “black widow” spider has followed the in- 
travenous injection of 10 cc. of a 10-percent 
solution of calcium gluconate. In children it 
may be given intramuscularly, with almost 
equally prompt results. 

The theory of this treatment is that the 
poison acts on the myoneural junctions, which 
are depressed by the calcium salt.—Drs. Gu- 
BERT AND STEWART, in A. J. Med. Sc., Apr., 1935. 


eo-_——_ 


Evipal: An Anesthetic for 
Intravenous Use* 


p Sone Soluble (also known as cyclural 
sodium and abroad as Evipan Sodium) is 
the sodium salt of N-methyl-cyclohexenyl- 
methyl-malonyl-urea. It is a white, crystal- 
line, deliquescent salt, readily soluble in 
water. Solutions of Evipal Soluble are stable 
for a relatively short period and should, 
therefore, not be used after several hours. 
The striking features of Evipal Soluble are: 
(1) Relative margin of safety, the lethal dose 
in experimental animals being 4 times the 
minimum narcotic dose, giving a therapeutic 
index of 4; (2) rapidity of inducing anesthe- 
sia, with a notable absence of any excite- 
ment period; (3) swift decomposition in the 
body, with a recovery period marked by 
almost entire absence of any unpleasant re- 
actions, as measured by the patients’ remarks. 
The determination of doses depends mainly 
on the weight and general condition of the 
patient. Age must be given serious consid- 
eration, as well as the type of operation con- 
templated. I have found that young people 
and alcoholics tolerate relatively larger doses. 
A satisfactory dose scheme is to allow 0.06 cc. 
of the 10-percent solution for every pound 
of body weight. Thus, a patient weighing 120 
pounds will receive (120x0.06) 7.2 cc., and 
a child of 65 pounds (65x0.06), 39 cc. A 
total amount of 10 cc., the maximum: dose 
should not be exceeded at any single injection. 
However, where longer anesthesia has been 
necessary, we have employed the supple- 
mental administration of a fractional dose. 


” *Med. Ann. Dist. Columbia, Feb., 1935. 
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The method of administration is by the in- 
travenous route. Shortly before use, 1 Gm. of 
the drug (the contents of an individual am- 
pule) is dissolved in 10 cc. of sterile distilled 
water, supplied with the powder, giving a 10- 
percent solution. The usual preoperative in- 
jection of morphine and atrophine sulphate 
may be carried out prior to the anesthetic, al- 
though not absolutely necessary nor generally 
advised. The patient, as a rule, is brought 
to the operating room and placed on the table. 
Pulse and blood pressure readings are re- 
corded and the arm at the bend of the elbow 
cleaned and prepared with tincture of iodine 
and alcohol. The 10 cc. of 10-percent solution, 
drawn into the syringe with a fine needle at- 
tached, is held ready. A vein is selected at 
the bend of the elbow and prior to the in- 
jection the patient is instructed to count aloud 
and slowly. 

As the injection is started the patient be- 
gins to count; as the count approaches 20, it 
becomes slower or stops. In a few seconds 
the patient takes a deep yawning breath or 
sighs, the jaw relaxes and narcosis is com- 
plete. I have noticed that if the entire dose is 
given in 25 to 45 seconds, the patient is fully 
and deeply anesthetized within one minute. 
If the rate of injection is slower, as was the 
procedure in our earlier cases, it may be sev- 
eral minutes before full anesthesia is estab- 
lished. Due to its rapid decomposition, Evipal 
Soluble may be administered so slowly that 
deep anesthesia never develops. 

Consciousness is usually abolished in 30 
seconds. There is no preliminary excitement 
stage and postoperative excitement is also 
rare. The expected period of anesthesia is 
from 15 to 20 minutes. 

Theoretically, at least, serious liver dis- 
orders preclude the use of this drug, because 
it is disintegrated chiefly in the liver. Seri- 
ously ill, dehydrated and cachectic patients 
naturally should be dealt with individually 
and with caution. For certain nose and throat 
procedures the drug is contraindicated, since 
the swallowing reflex disappears. 

Patients past middle life, even though 
robust, have a shorter induction time, a more 
profound narcosis and a longer reaction time. 
The rate of administration should not be 
swift, but a moderately rapid injection is ad- 
vantageous for maximum effect. My experi- 
ence proved good when the injection took 
less than one minute. 

The prime use of Evipal Soluble is for 
short general anesthesia and it serves this 
field excellently. In prolonged cases there is 
no contraindication to supplementary frac- 
tional injections. The period (15 or 20 min- 
utes) of surgical anesthesia is followed by 5 
or 10 minutes of hypnosis. 

Carbon dioxide inhalations and the admin- 
istration of Coramine act as the best known 
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antagonists of Evipal Soluble, as in all bar- 
biturate narcoses. Ephedrine sulphate should 
be considered for controlling undue falls in 
blood pressure. 

Since this drug produces narcosis with true 
anesthesia, only one who is familiar with its 
administration and qualified to recognize the 
signs and symptoms of anesthesia, as well as 
capable of assuming full responsibility 
through his experience in anesthetic methods, 
should be entrusted with its administration. 

Cuar.Les Suract, M.D. 

Washington, D. C. 

initnintiniens 
Theophylline-calcium Salicylate 
(Phyllicin) in Heart Disease* 


D®: T. J. COOGAN, of the Cook County 
Hospital, Chicago, reported at the meet- 
ing of the American Therapeutic Society, 1934, 
that often the purine base diuretics were pref- 
erable to digitalis in the treatment of heart 
diseases and that, of the purines, theophylline- 
calcium salicylate (Phyllicin) is the best tol- 
erated, with the exception of Theocalcin. 

He reported on a group of 69 ambulatory 
cases with various types of heart disease, all 
of whom had some degree of coronary in- 
volvement and suffered from angina pectoris. 
In some cases, this was accompanied by hyper- 
tensive symptoms. Phyllicin was given in 
doses of 4 grains (0.23 Gm.) two or three 
times a day, taken during the meal, and 
nausea was complained of in only a few in- 
stances. A number of cases of syphilitic 
aortitis were relieved of their pain, while 
others apparently received no benefit. In the 
whole group, over 66 percent obtained either 
partial or complete relief. 

eieniihipmiveninces 


Crossing the Sexes in 
Organotherapy 


T= internal secretions lie at the very base 
of organ, function, blood, mentality and life, 
but underfunctioning is common. Infectious 
diseases tear down the defenses, focal infec- 
tion plays havoc, dissipation wastes the forces 
of life, the race of life and the strain of busi- 
ness add to their difficulties, and general 
pluriglandular inefficiency results. Low blood 
pressure, autotoxemia, organic disease or 
neurasthenia (hypoadrenalism) develop. The 
blood becomes gravely impaired, as well as 
toxic. The condition can be corrected, and 
must be, to prevent serious trouble. 

There are three good ways for doing this: 
Substitution, using the internal secretions of 
the animal to make up the human deficiency 
of the one organ or several; using the secre- 
tion of one gland to stimulate the others. In- 
terrelationship is so important that this is a 
good method; but the third way is far better 


*“Transactions, Am, Therap. Soc.,” 1934. 
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than either, and that is crossing the sexes in 
therapy. Why not? It is only following the 
suggestions of Nature. If we will but look, we 
will see this principle in operation through- 
out all Nature. Opposites, both chemically 
and biologically, attract each other powerfully. 
Who has not watched with amazement the 
reaction of one chemical upon another? What 
student of biology has not been astounded by 
the invariable rule of the attraction of the 
sexes, whether the human, the animal, or the 
plant, from the lowest forms to the hot youth 
and eager maiden? After all, is this not the 
call of the electron to the proton? 

There are just two great hungers, food and 
sex. Sex is universal and dominant. We 
should logically expect, therefore, that the 
male hormone would especially stimulate the 
female endocrine system; and the female 
hormones that of the male. 

In a wide experience in a large practice 
during ten years, many interesting cases have 
been observed. For lack of space only one 
case will be mentioned. L. W.; female; age 
22; mother of two babies; smoking forty to 
fifty cigarettes a day; living under great 
strain; eating improperly, appeared with a 
systolic blood pressure of 80, and a leukocyte 
count of 1,400. The case was considered 
urgent, and a sanitab of Adreno-Spermin 
Compound was given every three hours. In 
48 hours the white-cell count had risen to 
2,800; two days later, to 4,200; and after five 
more days, to 6,200, with normal blood pres- 
sure. Why not give these products intra- 
venously for agranulocytosis? 

This combination of hormones is especially 
useful in the ill, unhappy spinster, whose life 
is being wasted, and in the neglected, unloved, 
unsatisfied wife, who has become nervous and 
sick. In the man who is broken and ill, 
neurasthenic and unsuccessful, the effects are 
startling. This cross-treatment works! 

J. S. Lanxrorp, M.D. 

San Antonio, Texas. 


[Personal experience has convinced us that 
Dr. Lankford’s suggestion has practical merit. 
A virgin of 45 years, who was suffering with 
severe psychic disturbances during the 
climacteric, did not respond at all to the ad- 
ministration of ovarian substitution therapy; 
but when she was given a testicular extract, 
by mouth and hypodermically, she blossomed 
like a rose. This medication has now been 
continued for six years, and the patient 
remains comfortable and in good health.—Eb.] 
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Prophylaxis of Poliomyelitis 

HE instillation of sodium aluminum sul- 

phate, 4 percent, into the nostrils of mon- 
keys resulted in the survival of 17 from a 
group of 23 animals, while only 3 from a 
group of 19 unprepared controls survived 
similar intranasal inoculation with poliomy- 
elitis virus. 

Poliomyelitis tended to develop later and to 
run a slower course in the alum-prepared 
group than in the nonprepared controls. 

The protective action of the alum solution 
is believed to be due to an alteration which 
decreases the permeability of the mucous 
membrane of the nose, rather than to an 
antiseptic action. 

This measure is not, at present, recom- 
mended for use in human beings, but it sug- 
gests progress in the prevention of diseases 
contracted by way of the nasal mucous mem- 
branes.—Drs. C. Armstronc and W. T. Har- 
r1son, Washington, D. C., in Pub. Health Re- 
ports, May 31, 1935. 

; ———— 


Jaundice* 


5 pucggenier? jaundice is met with in vari- 
ous conditions, in all of which there 
is an excess of bilirubin in the blood, and in 
the majority of cases at some time there is 
staining of the skin, mucous membranes and 
sclerae. Bile appears in the stools, usually 
in amounts greater than normal; the urine 
contains an excess of urobilin, but no bile 
pigments; in uncomplicated cases, bile salts 
are not present. The jaundice is never deep 
and never of the extent which might be 
expected from the color of the blood serum, 
which gives an “indirect” reaction only to van 
den Bergh’s test. 

Toxic and infective hepatic jaundice occur 
in a large number of conditions in which the 
liver is primarily affected. In some of these 
the bile canaliculi and ducts are involved, 
as well as the parenchymatous cells, and it 
may be very difficult to differentiate them 
from cases starting with obstruction, in which 
there is a secondary disorganization of the 
liver cells. The commonest example of the 
infective type is the socalled catarrhal jaun- 
dice. It occurs sporadically or in small epi- 
demics, the virus probably gaining access to 
the body through the upper respiratory tract. 
It usually starts with malaise and a slight 
rise in temperature; often with pain in the 
epigastrium and vomiting. As the liver en- 
larges there is, as a rule, tenderness over 
that organ. The spleen is enlarged in a fair 
percentage of cases. The urine contains bile 
pigments and salts, and frequently, during the 
first few days, small amounts of albumin, casts 
and even blood. The stools are pale, partly 
due to diminished or absent bile-pigment, 


*Practitioner (Lond.). Nov., 1934. 
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partly to the excess of fat consequent on the 
absence of bile salts from the alimentary 
tract; they are frequently offensive. The dis- 
ease usually runs a benign course, though the 
general well-being of the patient may suffer 
for many months. Rarely, a subacute or 
acute necrosis of the liver may develop, and 
this should always be suspected in a case 
in which, after subsidence of the jaundice, 
the pigmentation again deepens. The patient 
should be kept in bed during the earlier 
stages and given a simple diet from which 
fats have been eliminated and which contains 
a liberal amount of sugar. Magnesium sul- 
phate is usually sufficient to overcome any 
constipation. 

Biliary cirrhosis usually occurs in a patient 
under thirty years of age, though this is by 
no means invariable. The onset of jaundice 
is usually very gradual, with “attacks” during 
which the liver enlarges and the jaundice 
deepens, subsiding in the intervals, but never 
quite to the degree before the “attack,” the 
disease being thus slowly progressive. Dur- 
ing the “attack” there may be pain and ten- 
derness over the liver, occasionally severe; 
the temperature may be normal or consider- 
ably raised; the amount of bile in the stool 
is often decreased. The picture may sim- 
ulate that of cholecystitis, but the gallbladder 
is not distended, nor is there maximum tend- 
erness over that organ. Sooner or later the 
liver becomes enlarged and firm to the touch. 
The spleen may be considerably enlarged; 
often it is not palpable in the earlier stages. 
In the majority of cases the previous history 
makes the diagnosis clear. 

Obstructive jaundice may be due to ob- 
struction within the lumen of the ducts, to 
a pathologic condition of the walls, or to 
pressure or traction of the ducts from without. 
The commonest cause of obstruction is from 
stone. In the case of stone in the cystic duct, 
jaundice is present only when inflammation 
extends beyond that duct. In such cases 
there may be hydrops of the gallbladder, 
though the tenderness and rigidity in the 
right upper quadrant may make palpation 
very difficult. Pain, accompanied by nausea 
and vomiting, is usually severe in the region 
of the gallbladder itself or referred to the 
angle of the scapula or to the thoracic spine. 
There is a moderate rise of temperature. The 
stools are pale; the urine is deeply stained with 
bile. Itching of the skin often gives rise to 
great discomfort. The pulse rate is frequently 
slow. In the case of stone in the common 
duct, there is usually a long history of chole- 
cystitis, and consequently the gallbladder is 
usually small and fibrotic. Complete ob- 
struction, with resulting jaundice, is probable 
with inflammatory thickening of the walls. 
As the swelling subsides, or it may be with a 
movement of the stone, the ducts become 
patent and the jaundice subsides. 


CALCIUM IN HERPETIC CONDITIONS 
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It should be stressed that in every case of 
jaundice in which operative procedures are 
deemed expedient, great care should be taken 
in choosing the best time for such interfer- 
ence. When the jaundice is not constant, it 
is best to operate during an intermission. 
When the liver function is poor, steps should 
be taken to improve that function as far as 
possible; the retention of phenoltetraiodo- 
phthalein will probably serve as the best in- 
dex. The clotting times of the blood should 
be carefully studied and any delay treated. 
In hemolytic jaundice, in which splenectomy 
may be indicated, transfusion may be of the 
utmost value. 

A. C. Hampson, M.C., M.A., M.D., F.R.C.P. 

London, Eng. 
scheint cicitlcidinnany 
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Polyneuritis and Vitamin B* 


T= (10) patients suffering from “alcoholic” 
polyneuritis were allowed to continue their 
customary daily intake of spirituous liquor, on 
condition that they consumed a well-balanced, 
high-vitamin diet, supplemented with yeast or 
its products. They were further given vitamin 
B concentrates and liver extract by parenteral 
injection, in order to obviate any possible dis- 
turbance in assimilation present in the pa- 
tients or resulting from their use of alcohol. 
Recovery from the polyneuritis occurred in 
every instance. 

The conclusion is drawn that “alcoholic” 
polyneuritis does not result primarily from 
a direct neurotoxic effect of alcohol, but is 
probably the result of a dietary deficiency, 
possibly conditioned in some cases by dis- 
turbed gastro-intestinal function. “Alcoholic” 
polyneuritis may be regarded as similar to 
the polyneuritis of beri-beri and treated ac- 
cordingly. 

M. B. Srrauss, M.D. 





Boston, Mass. 
Salieempenne 
Calcium in Herpetic and Ulcerative 
Conditions 


M UCH has been written on the etiology and 
causative factors of herpes labialis and 
aphthous stomatitis (commonly called canker 
sores), which latter are usually found on the 
buccal mucosa and tongue margins, but the 
cause of both is still obscure and, therefore, 
the treatment has remained empiric. 

From the following observations, I would 
add calcium imbalance as one of the etiologic 
factors, if not the sole cause. 

Three months ago, three members of my 
family, including myself, suffered from vomit- 
ing and diarrhea with chills and fever, of such 
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a short duration that in about ten to twelve 
hours all symptoms subsided as rapidly as 
they appeared, and consequently I was un- 
able to ascertain the cause. Food poisoning 
was blamed, but all members attributed their 
trouble to such absolutely different articles 
of food that this was ruled out, as well as 
heavy-metal poisoning. 

After the symptoms subsided, all felt weak 
and dehydrated for about twenty-four hours, 
but showed no other symptoms. In another 
twenty-four hours, aphthous stomatitis ap- 
peared in all cases, and everyone knows how 
distressing that condition is. It lasts about 
one week, even with daily cauterization using 
the silver nitrate caustic pencil, which is the 
usual treatment of the condition. 

I kept on working at my office as usual, 
but my mouth felt sore. That day a detail 
man gave me quite a talk about a preparation 
called “Bone Phosphates,” and as the tablets 
were quite palatable, I used three that day 
(the usual dose), in order to take some of the 
soreness away from the ulcers. To my sur- 
prise the ulcerations felt better that evening, 
so I continued next day with four more tab- 
lets and induced my family to take them 
in the same way. In the next twenty-four to 
thirty-six hours, all aphthae disappeared with- 
out further treatment and the results were 
the same in the family members, with im- 
provement in strength and wellbeing. 

I have since tried these tablets in two other 
cases of aphthous ulcers, with equal success. 

Having seen these results, I have since tried 
these same treatments in herpes labialis, in 
which distressing condition alum usually 
seemed to relieve before, but, as in the cases 
mentioned, I have been able to cure these 
conditions in forty-eight hours. 

From these findings, I would conclude that, 
in the etiology of these conditions, either there 
is a calcium or phosphorus imbalance or 
both, to enable the appearance of these an- 
noying ulcerations, which heretofore took a 
week or longer to clear up with the common 
treatment used. 

Tueo. H. Mapay, M.D. 

Chicago, Ill. 


[There seems to be a good deal of evidence 
to indicate that the common “canker sores” 
are allergic in origin. We know one patient 
who has a crop of them every time she eats 
chocolate. If this is the case, the administra- 
tion of calcium seems to be entirely logical. 
We shall be glad to see comments from our 
readers on this question.—Eb.] 


—_——_—_-o-—-——_—-—"—_ 

Get all you pay for. Read and use the ads. 
—_—_—-_e—_—_—_—_—_—_——_ 

I enjoy your magazine and derive a lot of 


profit and pleasure from it.—N. A. L., M.D., 
Calif. 
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Hemorrhage in Obstetrics* 
1a 8 percent of abortion 

deaths are still due to hemorrhage. In 
packing for abortion hemorrhage, the utmost 
care in asepsis is imperative, as 75 percent 
of abortion deaths are due to sepsis. Vaginal 
interference, of any kind, is to be avoided 
where possible. About 1 in every 4 or 5 
maternal deaths is due to abortion, criminal 
or otherwise. 

Ectopic pregnancy is the cause of approx- 
imately 6 percent of maternal deaths. Among 
these deaths about 60 percent are directly 
due to hemorrhage. Experience shows that 
3 out of every 4 of these deaths have been 
directly attributable to the following prevent- 
able causes: failure, on the part of the patient, 
to present herself for examination; failure to 
report vaginal bleeding or abdominal pain; 
failure of the physician to suspect ectopic 
pregnancy. Seemingly pathognomonic of ec- 
topic pregnancy is a peculiar menstrual pe- 
riod, spotting and abdominal pain, with or 
without syncope. Of 147 women operated 
upon at the Minneapolis General Hospital, 
this syndrome antedated their entrance to the 
hospital from 1 to 40 days. When the diag- 
nosis of ectopic pregnancy has been made, 
operate immediately and follow with blood 
transfusion. 

About 1 in every 20 deaths is due to hem- 
orrhage consequent upon placenta previa or 
separation of the placenta. Of the two, 
placenta previa predominates .as a lethal 
factor. 

In the third trimester of pregnancy, uterine 
bleeding without pain should instantly sug- 
gest the likelihood of placenta previa, and 
uterine bleeding with pain should suggest the 
possibility of premature separation of the 
placenta, as should abdominal pain with a 
boardlike uterus. Morbidity and mortality 
from these conditions can be reduced only by 
teaching gravid women to report. bleeding 
and abdominal pain immediately. 

In incomplete varieties of placenta previa, 
where the head is engaged, rupture the mem- 
branes and tampon with the head. If 
insufficient, or if the head is not engaged, 
introduce the largest size Vorhees’ bag pos- 
sible and keep it taut against the placenta 
with a 1 pound weight traction. This failing, 
perform a quick version and tampon the 
placenta with the buttocks. If sufficient. cerv- 
ical dilatation exists, the head not engaged, 
a Braxton Hicks version can be done, in the 
first instance. The chances of a live baby, 
however, are better with the use of the bag. 
Whatever type of intervention one uses, let 
labor take its course and do not deliver by 
forceful means. 

Many women are lost from failure to pack 


*Minn. Med., Jan., 1935. 
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the uterus, with resulting postpartum hemorr- 
hages. With a lateral placenta previa pre- 
senting, the third stage normal, packing may 
be omitted. For central placenta previa, ce- 
sarean section is the operation of choice. In 
premature separation of the placenta, induce 
cervical dilatation and follow with version or 
forceps. 

Deaths from postpartum hemorrhage ap- 
proximately equal in frequency the combined 
deaths from placenta previa and premature 
separation of the placenta. 

As to causation, one must consider: relax- 
ation of the uterus from pure fatigue and 
shock consequent upon a long hard labor; re- 
laxation of the uterus due to profound anes- 
thesia; failure to minimize the blood loss in 
the third stage of labor; retained placental 
remnants and laceration of the cervix. 

It is my opinion that pituitrin should be 
used, without fail, directly after the birth of 
the child in long, tiring labors and after deep 
anesthesia. Express the placenta as soon as 
it has been delivered. See that the uterus is 
not forced down in the pelvis. Give the 
patient 1 cc. each of pituitrin and sterile ergot, 
hypodermically. The uterus should be held 
for one hour after the delivery of the placenta. 
Inspect the placenta for intactness. Repair 
any laceration requiring immediate attention. 
Pack the uterus if bleeding continues. 

Rupture of the uterus is a very rare con- 
dition, where the labor or delivery has not 
been grossly mismanaged. It is generally 
consequent upon ill-advised operative proce- 
dures, such as version and breech extraction, 
or after long and tempestuous labors due to 
failure to recognize disproportion between the 
passenger and the passage. 

R. T. La Vaxe, M.D. 
Minneapolis, Minn. 
—_—_———_—o-__ 


Chronic Cholecystitis* 


(=a cholecystitis perhaps never ex- 
ists very long independent of disease of 
the bile ducts. In fact, it seems more rea- 
sonable that the trouble may begin, in some 
cases, in the biliary passages and the infected 
bile produced therein, and subsequently in- 
fects the gallbladder. This disease may fol- 
low an acute attack, repeated acute attacks 
or it may be slow and insidious from the 
onset. After it has endured for a variable 
period of time, cholelithiasis becomes a fre- 
quent complication. 

Chronic cholecystitis, with or without 
stones, is frequently overlooked in its earlier 
stages, due to the fact that the symptoms 
are usually those of dyspepsia. The persist- 
ence of such symptoms, in an individual forty 
years of age or older, and particularly if 
obese, should arouse a strong suspicion of 
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gallbladder disease. Im cases where no 
jaundice or gallstone colic is present, it is 
very difficult, if not at times impossible, to 
differentiate this disease from chronic ap- 
pendicitis. In fact, both are often present 
in the same patient and it is not so rare to 
see individuals who have had their appendix 
removed with no benefit, due to the fact that 
a mild, but persistent, cholecystitis was also 
present. 

There is one other disease entity that may 
very closely simulate either of the above 
mentioned conditions and not infrequently 
leads the surgeon into unnecessary and en- 
tirely futile surgery. That condition is “food 
allergy.” This condition, due to the inges- 
tion of certain foods, produces a type of dys- 
pepsia that can scarcely be differentiated 
from that of the other two diseases. A well- 
taken history, looking to the establishing of 
attacks of urticaria, general itching of the 
skin, eczema, hay fever, persistent coryza or 
asthma, will usually put the physician on the 
right trail. The diagnosis of gallbladder 
disease is not considered final until the radi- 
ologist has made a thorough study of the 
gastro-intestinal tract. 


The treatment called for, following re- 
moval or drainage of the gallbladder, is such 
as will relieve chronic cholangitis, with in- 
sufficient secretion of bile, the main symp- 
toms of which are persistent indigestion and 
constipation. The measures that accomplish 
this in a satisfactory manner, in a majority 
of cases that are not too far advanced, are 
three in number: Drugs, diathermy to the 
liver, and diet. 


The drugs that are useful, in their 
order of importance, are bile salts, liquid 
sodium phosphate, olive oil and calomel. Bile 
salts have been proved, by experiments on 
animals and man to act on the liver, stimu- 
lating the secretion of bile. They should be 
given in large doses, on an empty stomach, 
at least twice daily. They are usually pre- 
scribed in tablet form and may be obtained 
with a laxative or without. In the milder 
cases it is common practice to prescribe them 
combined with cascara, but in old cases, in 
which there is a marked deficiency of bile, 
it is better to prescribe them uncombined, 
since in prescribing a large enough dose of 
the bile salts, the dose of the laxative may 
be too large. From the nature of the case, 
it is evident that administration of this 
remedy must be continued for a long time, 
perhaps indefinitely. In fact, it may be re- 
garded as substitution therapy in cases in 
which serious and permanent damage has 
been done to the bile capillaries. In the 
beginning of treatment, it is usually neces- 
sary to fortify the bile salts treatment with 
sodium phosphate, giving from 2 to 4 drams 
(8 to 16 cc.) of liquid preparations in a half- 
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glass of hot water, twenty minutes before 
breakfast every day or every other day for 
several weeks. In some of the more in- 
tractable cases, it becomes necessary to give 
an occasional large dose of calomel at in- 
frequent intervals. 

Dietetic measures consist in eliminating the 
fatty foods, especially egg yolk, sweetbreads 
and brains. Excess condiments, acid salad 
dressings, cheese (except cottage cheese), 
pork, fried foods, spices in excess, alcohol, 
gravies and coffee should be avoided or taken 
sparingly. Lean meats may be eaten in 
moderation, and also fruits, vegetables, milk, 
cereals, poultry, and fish, except salmon, 
herring and mackerel. 

G. H. Cassrry, M.D. 

Shreveport, La. 

—_——_—o-———————""— 


The Advertisements are NEWS! Read 
and use them. 
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Pentobarbital Sodium Analgesia* 


| HAVE used pentobarbital sodium (Nem- 
butal) in 205 cases of obstetric analgesia, 
and am convinced of the importance and value 
of satisfactory physical equipment and the 
location of the labor room, and the necessity 
of a well trained and cooperative nursing 
staff. 

Better results were obtained when patients 
were kept either completely or practically 
isolated, as those patients under the effects of 
the analgesic who had a minimum of ex- 
ternal stimuli had better results than those in 
whom these factors were not considered. 

Primiparous patients gave the poorest re- 
sults and the most failures when Nembutal 
was used alone, but the best results when it 
was combined with scopolamine. Both ob- 
jectively and subjectively, satisfactory results 
for all cases were 83 percent. 

At the beginning of my study, I used rather 
small doses of Nembutal, but found that most 
satisfactory results were obtained when 4% 
grains (292 mg.) of this drug, with 1/150 
grain (0.42 mg.) of scopolamine, were given 
simultaneously, when labor was well estab- 
lished, with strong pains at 3- to 5-minute 
intervals and the cervix presenting a 2-finger 
dilatation. 

There were 23 cases of failures. In 12 of 
these the medication was administered too late 
during labor; in 3 cases the capsules were 


*Am. J. Obs. & Gyn., March, 1935. 
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vomited; in another case, the patient re- 
ceived the minimum dose of 1% grains (97 
mg.) of pentobarbital sodium; while another 
had 3 grains (194 mg.), seven hours before 
delivery, and the dose was not repeated, with 
the result that the effect had worn off when 
it was most needed. There was a language 
difficulty in three other cases. 

There was no maternal mortality, and none 
among the fetuses that could be attributed to 
the drug. Labor was not inhibited and-the 
amount of anesthetic needed at the moment 
of delivery was reduced. In only 3 cases was 
there some excitement, which was readily 
controlled. The blood loss was within normal 
limits. Blood pressure changes were very 
slight. 

As compared with other deliveries, in which 
the operative incidence was 19.1 percent, the 
operative incidence in this series was slightly 
less than 16.1 percent. 

I insist that this medication must be given 
in adequate amounts and early enough to be 
effective. According to my investigation, the 
results confirm the original promise; i.e., that 
Nembutal analgesia is safe for both mother 
and child. 


James P. Boyan, M.D. 
New York City. 


The Seminar 
(Continued from page 510) 


reddened, but no ulcers or bleeding points 
were seen. Swabbing, however, showed blood 
and mucus. 

Laboratory Report: Red blood cells, 3,760,- 
000; hemoglobin, 70 percent; leukocytes, 12,- 
800, with a normal differential count and no 
abnormal red cells. The stool was semi-fluid, 
with gross blood and mucus; no active 
amebae, cysts, parasites nor ova were found; 
culture showed hemolytic and green-produc- 
ing streptococci and B. Coli, but no typhoid, 
paratyphoid, dysentery or Bargen’s bacilli. 
The blood serum was negative for the Was- 
sermann and Kahn tests and did not agglu- 
tinate typhoid, paratyphoid, dysentery nor un- 
dulant fever organisms. The blood sugar was 
normal and the urine negative. No roentgeno- 
grams were made. 

Requirements: (1) Suggest diagnosis and 
treatment, giving reasons; (2) what, if any, 
further examinations should be made to clear 
up the diagnosis? 


o________ 


HUMOR 
Humor implies a sure conception of the beautiful, the majestic, and the 
true, by whose light it surveys and shapes their opposites. It is a humane 
influence, softening with mirth the ragged inequalities of existence, prompt- 
ing tolerant views of life, bridging over the spaces which separate the lofty 
from the lowly, the great from the humble.—E. P. WuIpPLp. 
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Prognosis in Pneumonia 


T HE virulence of pneumococci, in descending 
order, is Type III, Type Il, Type I. The 
death rate is highest in patients over 50 years 
of age and in those in the lowest economic 
brackets. The highest immunity appears 
between infancy and early adult life. 

Among the unfavorable factors are: Ex- 
cessive bilateral involvement; a low and fall- 
ing blood pressure; falling temperature with 
rising pulse and respiratory rates; restlessness 
and insomnia; leukopenia; a blood culture of 
pneumococci; obesity; age over 70 years; al- 
coholic intemperance. The toxemia  out- 
weighs all other elements in the prognosis of 
pneumonia.—Dr. J. A. Rye, Guy’s Hospital, 
London, in The Lancet, July 21, 1934. 


—_—_—_—_———o 


Bronchial Asthma 


E XPERIMENTS on dogs have verified the 
contention that bronchospasm is reflex in 
nature, involving a neuroanatomic connection 
between the bronchioles and sensory nerve 
terminals of the upper respiratory tract, 
through afferent and efferent nerve paths 
which govern the physiology of the upper 
respiratory tract. While we were unable in 
the experiments to produce spasm by stimu- 
lation of any abdominal viscus, it still remains 
a clinical fact that it can be produced by 
abnormalities in the abdominal cavity, es- 
pecially from irritation in the gastrointestinal 
tract—Dr. K. Puitiirs and associates, of 
Miami, Fla., in Internat. J. Med. & Surg., 
Sept., 1932. 


- — ——@-———_ 


Accessory Sinus Infection 


N ASAL accessory sinus disease is probably 
the most neglected and most inadequately 
treated important disease today. It frequently 
begins in infancy and is the cause of many 
cases of acute, recurrent and chronic bron- 
chitis, bronchiectasis, pneumonia and asthma 
and of most middle-ear and mastoid infections. 

It is the rule that the symptoms of the 
active sinus disease are not urgent, so that 
attention is generally concentrated upon the 
more dramatic complications. 

The responsibility rests, first, with the 
family doctor (for diagnosis) and secondarily 
with the rhinologist (for treatment). All 
roentgenologic studies of the lungs and mas- 
toids should include the nasal sinuses.—Dr. 
Wits F. Mances, Philadelphia. 





Rheumatoid Arthritis 


pert (90) percent of patients with 
rheumatoid arthritis show agglutination 
reactions to various strains of hemolytic strep- 
tococci. This helps in the differential diag- 
nosis from hypertrophic arthritis. — Dr. 
CHARLES W. WAINWRIGHT, Baltimore, Md. 


—_—__—_.¢—_—_— 


Pseudo-Prostatism 


HE essential factors to be determined in 

every case of urinary dysfunction in elderly 
men are: (1) Whether or not there is a sub- 
stantial urinary residuum in the bladder; (2) 
whether the residuum (if present) is caused 
by an obstructive prostate or some other 
cause; (3) whether the symptoms complained 
of are caused by prostatic enlargement (if 
present) or by some form of pelvic conges- 
tion; (4) careful examination into these pos- 
sible causes and the application of appropriate 
treatment. 

The number of patients that will get well 
without operation and remain well for years, 
fully justifies the meticulous attention to de- 
tails which this differential examination and 
study entail—Dr. Apr. L. Woxzarst, in Med. 
Rec., Apr. 3, 1935. 


—————_@-——___—_- 


Syphilis and Tuberculosis 


Coa and tuberculosis frequently co- 
exist, and the former hastens the progress 
of the latter, increases its gravity and delays 
its cure. Many of the lesions of the two 
diseases are similar, or even indistinguishable. 
It is highly desirable to make several Was- 
sermann tests (with confirmatory precipita- 
tion tests) upon the blood of all tuberculous 
patients and, if syphilis is found, to treat it 
with care and discrimination.— Oscar Ors- 
zAGH, of Budapest, in Tubercle, Jan., 1933. 
eteainantinileninattnatee 


Acetonemic Cramps 


jaa cramps in children are not 
uncommon, and may be accompanied by 
anorexia and vomiting. They are tonic-clonic 
in character and may be confused with epi- 
lepsy or organic nerve diseases. There may 
be fever. The urine shows acetone and aceto- 
acetic acid; sometimes also sugar, though 
there may be symptoms of hyperinsulinism, 
which latter calls for the administration of 
carbohydrates——Pror. Franconi, in Jahrb. 
Kinderheilk., Bd. 142, 1934. 


NEW BOOKS 


Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE AND 
SURGERY, Medical & Dental Arts Bldg., Waukegan, Ill., is accom- 
panied by a check for the published price of the book. 


Education begins the gentleman, but reading, good 
company and reflection must finish him.— 
Joun LOCKE. 


Goldberg: Clinical Tuberculosis 


‘G-Pen TUBERCULOSIS. Edited by 
Benjamin Goldberg, M.D., F.A.C.P., 
F.A.P.H.A., Associate Professor of Medicine, 
University of Illinois College of Medicine; 
Honorary Professor of Medicine, National 
University of Mexico, etc. With the Collabora- 
tion of 33 Contributors. In Two Volumes. 
Fully Illustrated with over 640 Half-Tone and 
Line Engravings and 9 Full-Page Color Plates. 
Philadelphia: F. A. Davis Company. 1935. 
Price, $22.00. 

Tuberculosis, although now, to a consider- 
able degree, under control, is still one of the 
greatest scourges of mankind, and no medical 
man ever can or will know too much about it. 

During the past few decades the diagnosis 
and management of all the many and various 
types of tuberculosis have developed to such 
a degree that the older works on the subject 
are inadequate and out-of-date. Among 
revolutionary changes in knowledge and prac- 
tice may be mentioned the pleomorphism of 
the tubercle bacillus; the importance of the 
psychic factors in this malady; the relations 
between allergy and tuberculosis; the use of 
the x-rays in diagnosis; the surgical treat- 
ment of pulmonary tuberculosis and the use 
of phototherapy in all types of the disease, 
especially those involving the bones and 
joints; and many others. 

These matters have all been discussed, as 
they developed, in the medical journals, but 
now, for the first time, all this modern in- 
formation regarding the underlying scientific 
factors, the prophylaxis, diagnosis and med- 
ical and surgical management of all types of 
this ubiquitous disease, are brought together 
in one encyclopedic work, to which specialists 
in particular fields have contributed their 
expert knowledge, so that it stands as a rea- 
sonably complete picture of what we know 
about tuberculosis, from a clinical standpoint, 
at the present time. It is really thirteen 
books, separately paged and bound in two 
well-made and well-printed volumes. 


It is readily understandable that the index- 
ing of a composite work like this must have 
been extremely difficult, and this, no doubt, 
accounts for the fact that the index is not 
particularly satisfactory, and this latter fact 
may have led the reviewer to feel that there 
is at least one rather important omission from 


the book; that is, the apparent entire failure 
to mention the work of Hollés in connection 
with tuberculous intoxications. 

No phthisiologist or public health worker 
should fail to include this work in his library; 
and, of course, it should have a place in every 
general medical library. The surgeon and the 
general practitioner will also find it a mine of 
practical and valuable information not readily 
available elsewhere. It is a monumental con- 
tribution, which should hold its place for 
many years. 

—_—————_e-——_ -——_———_ 


Gracian: Oraculo Manual 


TRUTHTELLING MANUAL AND THE 

ART OF WORLDLY WISDOM. Being a 
Coilection of the Aphorisms which appear in 
the Works of Baltasar Gracian of the Com- 
pany of Jesus, and Reader in Holy Scripture 
in the College of Tarragona immediately 
translated for the understanding from a 1653 
Spanish text by Martin Fischer doctor, and 
professor in the University of Cincinnati. 
Springfield, Ill: Charles C. Thomas. 1935. 
Price, $3.00. 

In the seventeenth century there lived in 
Spain a monk whose reputation for sanctity 
and erudition was such that he was made a 
member of the faculty of the Jesuit College 
in Tarragona, teaching the humanities scrip- 
ture, theology and philosophy. 

But under his exterior of scholarship and 
orthodoxy he was a very human person, and 
as he pondered over the mysteries of human 
conduct, he jotted down memoranda regard- 
ing the things which a prudent and thought- 
ful man might and might not do. A lay friend, 
in 1653, edited and published this material, 
“without the permission of Gracian, but not 
without his consent,” and his superiors in the 
Church found it so heretical that they ousted 
him from his professorial position and exiled 
him to the provinces, where, shortly there- 
after, he died. The monk was Baltasar Gra- 
cian, and the disastrous book was the “Ora- 
culo Manual.” 

But so sound and pungently expressed 
were the cogitations of this cleric, that they 
have been translated into many languages; 
but unfortunately, most of these versions 
were translations of translations, and only 
now have we an English translation made 
direct from the original, and that by a man 
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who is, himself, no mean philosopher and 
aphorist. This, combined with Charles Thomas’ 
intelligent and sympathetic bookwork, has 
produced something which will be a joy to 
all bibliophiles and to all independent and 
open-minded thinkers. 


Mechanically, the volume is 16 mo., bound 
in tan fabricoid with a striking symbolic 
cover design, and printed in boldface type 
with red marginal figures on antique laid 
paper, and with tipped-in-halftones of the title 
page and two text pages of the Spanish orig- 
inal—a beautiful little book to handle, to look 
at and to read. 


This is not a sweetmeat for children, but a 
volurne for men of the world—and but few 
of them. The same might be said of the 
“Proverbs” of King Solomon, the “Dhama- 
pada” of the Lord, the Buddha, the “Medita- 
tions” of Marcus Aurelius or any of the 
world’s other great collections of aphorisms, 
with none of which the “Oraculo Manual” 
compures unfavorably. 


Here is a practical manual of self-instruc- 
tion, written with a pen like a rapier and 
pungent wit and humor, and it is safe to say 
that any man who will follow its precepts 
consistently (providing he has the spiritual 
stomach for drastic medicine) will not fail to 
become a truly successful human being. 


-—————_@e——_- 


Emerson: The Nervous Patient 


HE NERVOUS PATIENT. A Frontier of 
Fie Medicine. By Charles Phillips Em- 
erson, M.D., Research Professor of Medicine, 
Indiana University, Indianapolis. Philadelphia, 
London, Montreal: J. B. Lippincott Company. 
1935. Price, $4.00. 


Among the thousands of persons who are 
contributing to the prosperity of the irregu- 
lars, there are hundreds who are suffering 
from “nervous” complaints, and who have 
deserted the regular medical profession be- 
cause its members have failed to understand 
their condition or to do anything to relieve it. 


In many cases, this “nervousness” is the re- 
sult of definite and demonstrable physical 
disease, which is overlooked because it is in 
its incipient or preclinical stage—has not be- 
come “typical”; while in others who give a 
clear-cut and circumstantial history suggesting 
a “typical” organic pathosis, all the symptoms 
are of purely psychogenic origin. The success- 
ful physician must study all difficult cases so 
carefully that he will not overlook the physical 
disorders, in patients of the first type, nor be 
misled by the rationalizations of those of the 
second type. And it is the general practi- 
tioner who must learn to do this work 
thoroughly, if it is to be of the greatest use, 
because he, and he alone, sees both physical 
and psychic diseases in their earliest stages, 
when best results from treatment can 
obtained. 

In this volume the author spends about half 
of his space in describing how to recognize 
those more or less obscure physical conditions 
which are too frequently assumed to be of 
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psychic origin, and the other half in describ- 
ing the true psychoneuroses in detail and 
giving suggestions for their management. 

The author states that he has written, not 
for specialists, but for general practitioners; 
but it would seem that he might have accom- 
plished this purpose better by treating his 
subject somewhat less exhaustively and, in 
the latter part, less technically. 


The book has real and great value and can 
scarcely fail to raise the standard of practice 
and the professional success of any physician 
who has or will take the time to study it care- 
fully and put its suggestions into practice, but 
it is feared that this group will not be so large 
as it should be. 


In any case, it should prove a valuable ref- 
erence work on this subject, for any and all 
physicians, especially internists and general 
clinicians. 


Asthma: A Symposium 


ha. A Symposium. By James Adam, 
M.A., M.D., F.R.F.P.S.G.; Burton Hasel- 
tine, M.D., F.A.C.S.; Alvin W. La Forge, M.D., 
LL.B.; Kenneth Phillips, M.S., M.D.; A. J. D. 
Cameron, M.B., Ch.B.; Professor A. Sercer; 
and Maximilian Kern, M.D. Reprinted from 
The Medical Press and Circular. Chicago: 
Chicago Medical Book Co. 1935. Price, $0.75. 

Reference has frequently been made in the 
pages of this Journal to the theories and prac- 
tices of Dr. Burton Haseltine and his cowork- 
ers, in the United States, and Dr. James Adam, 
in the British Isles, in regard to the essential 
nature and successful treatment of bronchial 
asthma. In fact, articles by Haseltine and 
Adam have appeared in these pages. 


In this brochure, the reports of the men 
who have done the basic experimental and 
clinical work along this line are presented 
under one ‘cover, and the result is so impres- 
sive that no physician who ever treats cases 
of bronchial asthma (and this includes all 
general practitioners and internists, as well as 
a good many others) can afford to be without 
it, especially since the price is practically 
nominal. 


Riesman: Medicine in the 
Middle Ages 


HE STORY OF MEDICINE IN THE MID- 

DLE AGES. By David Riesman, M.D., 
Sc.D., Professor of the History of Medicine 
and Professor Emeritus of Clinical Medicine, 
University of Pennsylvania; Member, History 
of Science Society and Medieval Academy of 
America. Illustrated. New York: Paul B. 
Hoeber, Inc. 1935. Price, $5.00. 


Those who have gone in for medical history 
at all know a good deal about what went on 
in Greece and Rome and something about the 
early Arabians—about Hippocrates, Galen, 
Celsus and Avicenna—and at least a reason- 
able amount about what has come to pass in 
modern times; but relatively very little about 
that in-between period called the Dark Ages. 
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which, as modern scholarly research is now 
proving to us, were far less dark than they 
are sometimes painted. The men of that 
period may have been rough and often brutal, 
but they were by no means nitwits. 

In this truly scholarly work, enriched by 
a wealth of unusual illustrations reproduced 
from ancient texts and manuscripts, Dr. Ries- 
man tells, in a highly readable and pleasing 
style, the story of the rise of the great Euro- 
pean universities—Salerno, Bologna, Padua, 
Paris; of astrology, alchemy and uroscopy; 
of baths and barbers and surgeons; of hygiene 
and sanitation (which were semi-barbaric); of 
the history of syphilis; and by no means least 
interesting, of the great landmarks of medical 
history, such as Vesalius and Paracelsus, who 
ushered in the modern period. 

No sincere student of medical history can 
afford to miss this book; and it will make 
good, juicy reading for any physician—or any 
cultured layman, for that matter. 

sesinensiniaatag Mca saiciniatinteenes 


White: Autonomic Nervous System 


HE AUTONOMIC NERVOUS SYSTEM. 
Anatomy, Physiology and Surgical Treat- 
ment. By James C. White, M.D., Assistant 
Professor and Tutor in Surgery, Harvard 
Medical School; Assistant Visiting Surgeon, 
Massachusetts General Hospital, Boston. New 
York: The Macmillan Company. 1935. Price, 

7.00. 

, It is only within the past ten years that the 
autonomic or “sympathetic” nervous system 
has been brought within the field of the sur- 
geon, and the purposes of such operations are 
generally the relief of intractable pain or the 
regulation of the function of some organ or 
organs, notably the peripheral blood vascular 
system. Among such operations fall Crile’s 
adrenal denervation and the sympathectomies 
which are now being performed in cases of 
arthritis deformans, Raynaud’s disease and 
similar maladies. 

The author of this latest of Macmillan’s 
Surgical Monographs had the privilege of 
studying along these lines in Europe, where 
this work began, and of following it up in the 
Massachusetts General Hospital, among sym- 
pathetic colleagues. 

After discussing the anatomy and physiology 
of the autonomic nervous system, Dr. White 
considers the action of drugs and hormones 
and the physiology of visceral pain. This 
part of the book is largely introductory and 
technical and is important chiefly because it 
embodies the presently-accepted ideas of 
autonomic neuro-physiology. The author is 
frank in stating that this field is by no means 
fully mapped and charted. 

The second part deals with those disorders 
which are now recognized as being curable 
or ameliorable by surgical resections of parts 
of the “sympathetic” nervous system, includ- 
ing its ganglia—peripheral vascular disease; 
pain in the extremities; certain diseases of 
the head, heart and aorta; bones and joints 
and the gastro-intestinal tract; and hyperten- 
sion. There are several chapters on the 
various types of sympathectomy. 
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This seems to be rather a report of progress 
and research in a new field than a finished 
product for the clinician. All neural and 
many general surgeons will need it as a book 
of reference and a summary of new ideas. 
Its only value to an internist or general 
clinician is to give him some idea of what 
certain neural-surgeons may be able to do for 
some of his apparently hopeless patients; but 
such a function is decidedly worth while. 

_————-e-——_—_—_ — 


Hamilton: Industrial Toxicology 


NDUSTRIAL TOXICOLOGY. By Alice 

Hamilton, M.D. New York and London: 
oa & Brothers Publishers. 1934. Price, 
3.00. 

Chemicals, many of them poisonous, are 
now so widely used in industrial processes 
that cases of poisoning from contact with 
these substances are relatively common. It is, 
therefore, important that physicians should 
be informed, in a clear, direct and practical 
manner, what symptoms in a patient should 
suggest the presence of acute or chronic in- 
toxications of this type. Such is the purpose 
of this little volume, but the author has been 
so eager to omit none of the vast material 
along this line which is at her disposal, that, 
in condensing it into small compass, she has 
made it read like a mere series of notes lead- 
ing up to the immense bibliography of 655 
references. 

It should be a reasonably useful reference 
book for industrial physicians and for those 
practicing in highly industrialized commu- 
nities. 

- EEE oa ——— _ 


Jameson: Pelvic Tuberculosis 


YNECOLOGICAL AND OBSTETRIC 

TUBERCULOSIS. By Edwin M. Jame- 
son, B.S., M.D., Fellow of Trudeau Founda- 
tion, Attending Surgeon, Saranac Lake Gen- 
eral Hospital and Reception Hospital. Phila- 
delphia: Lea & Febiger. 1935. Price, $3.50. 

The very general employment of sanator- 
iums and hospitals for the treatment of 
tuberculosis probably accounts for the dis- 
tressing lack of interest in a disease so uni- 
versally prevalent, on the part of general 
clinicians. 

Since, however, it is the family physicians 
who see most of these cases in their incipi- 
ency, it is their duty, to their patients and to 
the community, to become familiar with the 
important work along this line, so that they 
can make early diagnoses and advise their 
patients intelligently. 

In this work the author discusses the effects 
of pulmonary tuberculosis upon the female 
genital organs; the various forms of female 
pelvic tuberculosis; and the problem of preg- 
nancy in the tuberculous woman. The 
bibliography is exceptionally complete and 
the bookwork excellent. 

This is a scholarly book, and at the same 
time highly practical and written in a simple 
and direct style. No phthisiologist, gyne- 
cologist or obstetrician can afford to be with- 
out it; and if a large number of general 
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clinicians will study it carefully, the lives and 
health of hundreds of women will be saved 
by discovering the nature of their disorder 
while it is still amenable to treatment. 

This is a genuine contribution to the litera- 
ture of a subject which deserves much more 
general attention than it has hitherto received. 
eo 


Surgical Clinics 


HE SURGICAL CLINICS OF NORTH 

AMERICA. Volume 15—Number 3. Chicago 
Number. June, 1935. Philadelphia and Lon- 
don: W. B. Saunders Company. Price (per 
year), paper, $12.00; cloth, $16.00 net. 

This number of the ‘ ‘Surgical Clinics” con- 
tains the work of 21 well-known Chicago 
surgeons, including much highly practical 
material, such as: a Symposium on Fractures, 
with a number of roentgenographic and tech- 
nical illustrations, by five orthopedists; Ex- 
amination of the Back, by Dr. Paul B. Mag- 
nuson; Injuries of the Chest, by Dr. Ralph B. 
Bettman; Treatment of Peritonitis, by Dr. 
Arthur Dean Bevan; Uterine Bleeding, by Dr. 
Wm. C. Danforth; and eight other clinics, sev- 
eral of which are well illustrated. 

Most specializing surgeons subscribe to this 
series of volumes as a matter of course; but 
they should prove of even greater value to 
the occasional operator, by keeping him 
abreast of the work which is being done in 
the larger city clinics and thus, to a consid- 
erable extent, taking the place of courses of 


postgraduate instruction. 
_———_o-—_—_—_—_ 


Howard and Patry: Mental Hygiene 


ENTAL HEALTH. Its Principles and 

Practice. With Emphasis on the Treat- 
ment of Mental Deviations. By Frank E. 
Howard, Ph.D., Professor of Education and 
Psychology, Middlebury College; and Freder- 
ick L. Patry, M.D., Psychiatrist, State Educa- 
tion Department, University of the State of 
New York, Special Lecturer in Psychiatry, 
Albany Medical College, Clinical Assistant in 
Psychiatry, Albany Hospital. New York and 
London: Harper & Brothers Publishers. 1935. 
Price, $3.50. 

Here is a book worthy of the time and 
effort spent by anyone in reading it. The 
authors have worked in a feature in the setup 
that might well be adopted by more of our 
authors. This feature, the inclusion of sets of 
“Questions for Discussion and Review,” and 
also reference lists recommended for further 
reading at the end of each chapter, enables 
the reader, if he so desires, to follow the sub- 
ject matter presented by further reading, 
without the waste of time generally consumed 
in the search for worth-while additional in- 
formation. There is also appended to the 
book a glossary of the more common technical 
terms used by the authors. 

Educators and other professional men, espe- 
cially physicians, dealing with mental cases 
in their work, will find the volume a help 
in understanding the causes for the mental 
deviations encountered, and it will give them 
some working knowledge of the methods and 
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technic used in the management of these cases. 
Much space is given to the discussion of the 
nature of the mental process and how it can 
be adjusted and controlled, thus avoiding the 
need for unnecessary mental illness. Many case 
reports are used to illustrate the points made. 
The volume is concluded with a description 
and discussion of the practice of the visiting 
teacher. Although this idea is not new it is 
still undeveloped and worthy of more con- 
sideration. 

The style is easy, so that the study of what 
may be a new and somewhat abstruse sub- 
ject is not irksome, and the suggestions made 
are sufficiently detailed to enable a general 
practitioner to work with them. It is a book 
which can profitably be studied and recom- 
mended by medical men in all fields. 


eo-——_- -- 


Ambruster: Enforcing Food and 
Drug Laws 


wre NOT ENFORCE THE LAWS WE 
ALREADY HAVE? By Howard Watson 
Ambruster, with the collaboration of Ursula 
Ambruster. Westfield, N. J.: Ursula Ambrus- 
ter. 1935. Price, $0.50. 

A good deal has been said, by those who 
have sufficient independence and temerity, 
about the whole deck of jokers in the Tug- 
well-Copeland Food and Drug Bill, which the 
braintrusters have been trying to maneuver 
through Congress. 

In this brochure, Ambruster points out 
these jokers specifically and suggests some of 
the reasons for them. Moreover, he declares 
and demonstrates that, if the present Food 
and Drug Law were honestly enforced, the 
public would be amply protected—much 
better, in fact, than by the proposed new law. 
He makes grave charges, by name, against 
several Government officials and persons occu- 
pying important positions in Organized Med- 
icine, and dares them to prosecute him for 
criminal libel. 

This pamphlet contains much material with 
which physicians should be familiar, and the 
modest price puts it within the reach of all. 

as 


Mennell: Backache 


BACKACHE. By James Mennell, M.A., M.D., 
B.C. (Cantab.) Medical Officer, Physio- 
Therapeutic Department, St. Thomas’s Hos- 
pital, London, etc. Second Edition. 227 
Pages; 59 Illustrations. Philadelphia: P. Blakis- 
ton’s Sons & Co., Inc. 1935. Price, $3.50. 
Like charity, which covers a multiplicity 
of reprehensible conditions, backache covers 
an infinity of painful conditions. Primarily 
or secondarily the spinal region may be af- 
fected by extremely diverse pathological dis- 
turbances, which may be more or less 
obscurely diagnosed as rheumatism, lumbago, 
strain, imagination, and various other indefi- 
nite and misleading nosological terminology. 
The author’s enormous amount of clinical 
experience as an orthopedic physician, in 
contradistinction to an orthopedic surgeon, 
has convinced him that lack of exact, methodi- 
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cal examination on the part of the physician, 
rather than presumable exaggeration and im- 
agination upon the part of the patient, is 
responsible for the unsatisfactory results in 
the treatment of the majority of backaches. 
The chapters on Examination and Diagnosis 
deal with every conceivable method of 
manipulating the spine and limbs, with the 
patient in all the various positions of sitting, 
standing and lying, whereby abnormalities of 
the bones, muscles and joints, in their rela- 
tion to the spine, may be revealed. 
Treatment, while dealing particularly with 
the scientific utilization of manipulative exer- 
cises, discusses in full the many adjuvant or 
other measures which may be indicated in 
those protean conditions characterized by the 
symptom complex, backache. Mental assimi- 
lation and practical application of the teach- 
ings of this instructive writer will greatly 
assist the physician in relieving the complaints 
of his backache patients. ILEGW. 


eo - - 


Herstein and Gregory: 
Wines and Liquors 


HEMISTRY AND TECHNOLOGY OF 

WINES AND LIQUORS. By Karl M. 
Herstein, F.A.I.C., and Thomas C. Gregory. 
New York: D. van Nostrand Company, Inc. 
1935. Price, $5.50. 

The book is a highly technical exposition 
on the wine and liquor industry. It covers 
the history of the trade, chemical formulas, 
methods of preparation, raw materials, yeasts, 
and sugars and starches. All recognized 
commercial alcoholic beverages are described 
in relation to their ingredients, preparation 
and chemical natures. Methods of analyzing 
and a complete analytical reference table are 
included as a part of the volume. 

Physicians and others who are interested in 
alcoholic liquors, from a professional or per- 
sonal standpoint, will find this an unusual 
and helpful book of reference. 


I; &. €. 
——_-—-@ 


Wollheim: Equilibrated Salt Diet 


T= EQUILIBRATED SALT DIET. By Rob- 
ert Wollheim and Walter H. Schauinsland, 
Ph.D. New York: Professional Scientific Serv- 
ice. 1934. Price, $1.00. 

In a number of conditions, such as certain 
diseases of the heart, kidneys and skin, it is 
now customary to reduce the amount of salt 
(NaCl) in the diet very sharply; and this 
reduction disturbs the chemical balance of 
the body. 

The author of this 60-page, paper-bound 
brochure maintains that an excess of sodium 
chloride can be compensated, for a time, by 
cations of calcium, potassium and magnesium 
present in the body, but when these are ex- 
hausted trouble will ensue unless more are 
supplied. This is to be accomplished by re- 
placing the plain sodium chloride in the diet 
by an “equilibrated salt,” containing percent- 
ages of the chlorides of the other metals 
mentioned. 
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This is a brief and instructive little essay 
on mineral metabolism, with clinical and 
dietary suggestions; but as it is so inexpen- 
sively made and seems intended to promote a 
definite commercial product, the quoted price 
seems high. Interested physicians might try 
asking the publishers for a free copy. 


————_@--—__—_—- 


Chesser: Home Health Book 


ITALITY. A Book on Health for Women 

and Children. By Elizabeth Sloan Chesser, 
M.D. New York: Oxford University Press. 
1935. Price, $2.50. 

Here is an excellent handbook on mental 
and physical health for the use of the house- 
wife and mother. In a clear and concise 
language, almost entirely void of too-technical 
expressions, the mental aspects of good health 
and their relation to physical wellbeing are 
discussed. 

Several chapters of the first section of the 
book are devoted to the subject of child wel- 
fare. The second section deals with sick- 
nursing in the home and includes chapters on 
hygiene in the sick room, sick-room remedies, 
sick-room diet, infectious diseases, winter 
ailments, nursing children, convalescence, and 
first aid in the home. A third section is 
given to a discussion on common ailments and 
how to deal with them. 

This is a book which physicians can safely 
recommend to their patients, though they will 
not need it for their own library. 

J. R. C. 
o-———_-— 


Stockton: The Error of Pacifism 


| NEVITABLE WAR. By Lieutenant Colonel 

Richard Stockton, 6th, Officers Reserve 
Corps, United States Army. 101 W. 31st Street, 
os York: The Perth Company. 1935. Price, 

7.50. 

The average individual finds it much easier 
to allow himself to follow a trend of thought 
or a social movement as it appeals to his inner 
nature, without giving it the serious mental 
attention that the occasion demands. The 
pacifist campaign for the eradication of all 
wars has been tolerated and adhered to 
throughout history, not because of its sound 
practical nature, but because, on the surface, 
it appeals to us as being a fine and noble 
movement. However, “For centuries, pacifists 
have claimed that peace was at hand. They 
still do, but use the same arguments which 
time and again have been proved wrong. 
They have erred because they fail to ap- 
preciate the true cause of war. They dwelt 
on the immediate cause, or causes which have 
brought about wars which were, in fact, 
selfish and foolish, but they failed to con- 
sider the inability of the human mind to 
determine, accurately and invariably, that 
which is right and that which is wrong; that 
which is fact and that which is not fact; and 
that which is best and that which is not best.” 

The author does not in any way champion 
war, but, recognizing human weaknesses, he 
does advocate and strongly recommend mili- 
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tary preparedness for the future. He does 
not present arguments, but gives us facts 
taken from our past experiences and discusses 
the failures of past pacifistic attempts, the 
causes of wars, the future possibilities of 
peace efforts, the lessons of military history, 
the nature of future wars, and the degree of 
military preparedness required by the United 
States. 

The volume has been divided into ten books 
and one hundred and twelve chapters, each 
chapter dealing with some different phase of 
the subject, making the book an excellent 
source for reference and study. Every school, 
library and club should have one of these 
books on its shelves, in order that the serious- 
minded citizens of this country may have an 
opportunity to use it as a means of combating 
our present state of military unpreparedness. 
Physicians, as leaders in their communities, 
should, especially, prepare themselves to ex- 
press sound and intelligent opinions on mat- 
ters of national importance. 

J. B.C. 
eo 


Perla and Marmorston: The Spleen 
and Resistance 


: T= SPLEEN AND RESISTANCE. By David 

Perla, M.D., Associate Pathologist and Bac- 
teriologist, Montefiore Hospital; and Jessie 
Marmorston, M.D., Associate in Pathology, 
Cornell University Medical College, with a 
foreword by David Marine, M.D., Baltimore: 
The Williams & Wilkins Company. 1935. 
Price, $2.00. 


It is now rather generally accepted that the 
resistance of the body to infection is more 
important than the character of the organisms 
which attack it, and many laborious and ulti- 
mately fruitful laboratory studies have been 
and are being made to determine the mechan- 
ism of this resistance. 


This book is a painstaking report of such 
studies in regard to the spleen, and contains 
a bibliography of 447 references, with elabo- 
rate subject and author indexes. It is a 
reference work for researchers and will be 
of little or no value to actively practicing 
physicians. 

—_—____ 


First Aid with the Explorers 


HE ROMANCE OF EXPLORATION AND 

EMERGENCY FIRST-AID FROM STAN- 
LEY TO BYRD. New York City: Burroughs 
Wellcome & Co., 9-11 & 13-15 East 41st Street. 
1934. 

This handsome little volume contains the 
high spots in the careers of most of the great 
modern explorers, from Stanley to Byrd. It 
is a compendious handbook of most of the 
important achievements in discovery in the 
last two centuries, and drives home one salient 
factor in all voyages of discovery: the im- 
portance of compact and reliable medical 
equipment. 

The book is profusely illustrated with repro- 
ductions of the medical and first aid equip- 
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ments carried to the four quarters of the 
globe by those intrepid souls who matched 
their skill, strength and dauntless courage 
against the forces of nature. 


New Books Received 


The following books have been received in 
this office and will be reviewed in our 
pages as rapidly as possible. 


NASAL ACCESSORY SINUSES. By F. M. 
Law, M.D. New York: Paul B. Hoeber, Inc. 
Price, $10.00. 

DISEASES OF THE THYROID GLAND. 
3rd Edition. By A. E. Hertzler, M.D. St. 
Louis: C. V. Mosby Company. Price, $7.50. 

REVIEW OF MEDICAL PROGRESS, 1935. 
Edited by G. M. Piersol, M.D. Philadelphia: 
F. A. Davis Co. Price, $10.00. 

PUERPERAL GYNECOLOGY. By J. L. 
Bubis, M.D. Baltimore: William Wood and 
Company. Price, $3.50. 

THE 1934 YEAR BOOK QF RADIOLOGY. 
Edited by C. A. Waters, M.D., and I. I. Kap- 
lan, M.D. Chicago: The Year Book Pub- 
lishers, Inc. Price, $4.50. 

THE SUBNORMAL MIND. By C. Burt, 
M.A., D.Sc. New York: Oxford University 
Press. Price, $3.75. 

ARTHRITIS AND RHEUMATOID CON- 
DITIONS. 2nd Edition. By R. Pemberton, 
M.D. Philadelphia: Lea and Febiger. Price, 
$5.50. 

INTERNATIONAL CLINICS. Vols. II and 
Ill, June and Sept., 1935. Edited by L. Ham- 
man, M.D. Philadelphia: J. B. Lippincott Co. 
Price, $3.00 per volume. 

THE DOCTOR AND THE PUBLIC. By J. 
P. Warbasse, M.D. New York: Paul B. Hoe- 
ber, Inc. Price, $5.00. 

I'D LIVE IT AGAIN. By Lieut.-Col. E. J. 
O’Meara. Philadelphia: J. B. Lippincott Co. 
Price, $2.50. 

EMOTIONS AND BODILY CHANGES. By 
H. F. Dunbar, M.D. New York: Columbia 
University Press. Price, $5.00. 

A TEXTBOOK OF CLINICAL NEU- 
ROLOGY. 3rd Edition. By Israel S. Wechs- 
ler, M.D. Philadelphia: W. B. Saunders Co. 
Price, $7.00. = 

THE DISEASES OF THE ENDOCRINE 
GLANDS. By H. Zondek, M.D. 3rd Edition 
translated by C. Prausnitz, M.D. Baltimore: 
William Wood and Co. Price, $11.00. 

THE INTERNATIONAL MEDICAL AN- 
NUAL, 1935. Baltimore: William Wood and 
Co. Price, $6.00. 

CLINICAL DIAGNOSIS BY LABORA- 
TORY METHODS. By J. C. Todd, M.D., and 
A. H. Sanford, M.D. Philadelphia: W. B. 
Saunders Co. Price, $6.00. 

MIDWIFERY BY TEN TEACHERS UNDER 
THE DIRECTION OF CLIFFORD WHITE. 
5th Edition. New York: William Wood and 
Co. Price, $6.00. 
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Court Physician of Ethiopia 


S INCE Ethiopia and its regal and courageous 
little King (or Negus), Haile Selassie, are 
occupying so much of the lime-light, it is in- 
teresting to know that the Court Physician of 
this ancient and interesting country—the per- 


sonal medical attendant of its ruler—is a 
British World War veteran, Dr. Thomas A. 
Lambie, whose picture is shown above. 


e—_--- -— 


Longevity of Phi Beta Kappas 


D® CLIFFORD MITCHELL, of Chicago, 
has been studying the mortality statistics 
of his class at Harvard (graduating in 1875), 
which began with 205 members, only 34 of 
whom were chosen by Phi Beta Kappa. Of 
these, over 25 percent are now living, at the 
age of 80 years or over. None of the other 
fraternities shows a percentage as high as 20 
now living, and one or two fall below 15. 
Life insurance companies might, it appears, 
study these statistics with interest, if it is 
found that they are duplicated regularly. 
Perhaps there is some connection between 
brains and longevity. 


Noted Pathologist Passes 


D R. EDWIN R. LE COUNT, for many years 

head of the department of pathology at 
Rush Medical College, Chicago, passed to his 
rest August 23, 1935, at the age of 67 years. 
He had suffered for some time with a heart 
lesion. 

Dr. Le Count was connected with Rush 
from the time of his graduation from that 
institution, in 1892, until his cardiac malady 
incapacitated him, and his fame in his spe- 
cialty, especially in regard to skull fractures, 
was nation-wide. He was a past-president of 
the American Association of Pathologists and 
Bacteriologists. 

Graduates of Rush during a period of thirty 
years will feel his passing as a personal loss. 


—_———@——- - 


Women Dentists to Meet 


T= fourteenth annual meeting of the Asso- 
ciation of American Women Dentists will 
be held Nov. 4, 1935, at the Roosevelt Hotel, 
New Orleans. All women dentists are cor- 
dially invited to attend. Ask Dr. Elsie Ger- 
lach, 1838 W. Harrison St., Chicago, Il, for 
full particulars. 


teaser ieee 
The Caduceus 


O= of the earliest examples of the familiar 
medical emblem, the Caduceus, occurs on 
a Babylonian vase, placed by the archeologists 
as between 4,000 to 3,000 B.C., according to 
the Army Medical Bulletin, July, 1935. It is 
a grand old emblem! 


-— ————_@—"——__-_ -- 


Serum Against Black Widow Spider 


N announcement has been made (Journ.- 
Lancet, Mar., 1935), to the effect that Dr. 
Fred D’Armour, of the University of Denver, 
has prepared a serum which counteracts the 
effects of the bite of the “black widow” 
spider. 


a 


New Meningitis Antitoxin 


AS reported by Hoyne, in J. A. M. A, 
Ferry’s new antimeningococcus serum 
has produced a 50-percent reduction in the 
mortality from meningitis, and not a case of 
eye or ear complications has occurred in pa- 
tients given this serum, after the treatment 
was started. The antitoxin is given intra- 
venously and intraspinally. 





SEND FOR THIS LITERATURE 


To ASSIST doctors in obtaining current literature 
published by manufacturers of equipment, pharmaceuticals, physicians’ 
supplies, foods, etc., CLINICAL MEDICINE AND SurcGerY, Waukegan, 
Ill., will gladly forward requests for such catalogs, booklets, reprints, 
etc., as are listed from month to month in this department. Some of the 
material now available in printed form is shown below, each piece being 
given a key number. For convenience in ordering, our readers may use 
these numbers and simply send requests to this magazine. Our aim is to 
recommend only current literature which meets the standards of this 
journal as to reliability and adaptability for physician’s use. 

Both the literature listed below and the service are free. In addition 
to this, we will gladly furnish such other information as you may desire 
regarding additional equipment, or medicinal supplies. Make use of this 
department. Ask for clinical samples where these are offered. 


Campho-Phenique in Major and Minor 
Surgery. Campho-Phenique Company. 


The Pneumonic Lung. Its Physical 
Signs and Pathology. The Denver 
Chemical Mfg. Co. 


Bischoff Pharmaceutical Specialties. 
Ernst Bischoff Co., Inc. 


Vera-Perles of Sandalwood Compound. 
The Paul Plessner Co. 


Taurocol. The Paul Plessner Co. 


Specific Urethritis —Gonosan “Riedel.” 
Riedel & Co., Inc. 


Science’s latest contribution to female 
sex hormone _ therapy — Progynon. 
Schering Corporation. 


Ergoapiol (Smith) and Glykeron. Mar- 
tin H. Smith Co. 


The Illinois Post Graduate Medical 
School Bulletin. The Illinois Post 
Graduate Medical School, Inc. 


Inflammation and Congestion. Numoti- 
zine, Inc. 


National Hay Fever Antigens. The 
National Drug Company. 


Descriptive Booklet. Od Peacock Sul- 
tan Co. 


Dilaudid, a Morphine Derivative. An 
Advance in Opiate Medication. Bil- 
huber-Knoll Corp. 


Dr. Weirick’s Sanitarium. Dr. G. A. 
Weirick. 


Fourth Edition of Diagnosis of Genito- 
Urinary Diseases and Syphilis. Od 
Peacock Sultan Co. 


From “Poultesse” to “Cataplasm-Plus.” 
Numotizine, Incorporated. 


For the Failing Heart of Middle Lite 
—Theocalcin. Bilhuber-Knoll Corp. 
Adreno-Spermin. The Harrower Lab- 
oratory, Inc. 


The Intravenous Injection of Hydro- 
chloric Acid. Loeser Laboratory. 


Dysmenorrhea— Hormotone. G. W. 
Carnrick Co. 


Endo Liver Extract in the Treatment 
of Pernicious Anemia. Endo Products, 
Inc. 


The Last Three Months. William R. 
Warner & Company, Inc. 


Journal of Intravenous Therapy. Loeser 
Laboratory. 
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